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Kegel, R. F. C.: Central Tumors of the Lower Jaw. 
Radiology, 1931, xvi, 216. 

Central bone destructive tumors of the jaw in- 
clude: (1) the root or alveolar abscess, (2) its deriva- 
tives, the granuloma and root cyst, (3) the dentigerous 
cyst, (4) the adamantine epithelioma, (5) the giant- 
cell tumor, (6) the fibroma and fibrosarcoma, and 
(7) rarer lesions such as carcinoma arising from the 
gums and myxoma. With the X-ray, the central 
bone-expanding tumors of the lower jaw can be differ- 
entiated from periosteal lesions and osteomyelitis. 

The most frequent finding in a routine X-ray ex- 
amination of the teeth is the presence of periapical 
areas of bone absorption about non-vital teeth whose 
apices may be more or less eroded. This charac- 
teristic lesion is usually called a root or alveolar 
abscess, but if the tooth is extracted a granuloma or 
sometimes a root cyst will be found. These lesions 
can be identified with certainty. 

The dental root cyst is the most frequent lesion 
next to the granuloma. It arises from a granuloma in 
which epithelial strands have undergone cystic de- 
generation. It slowly increases in size by desquama- 
tion of the stratified squamous epithelium lining the 
cyst wall. When the roentgenogram shows a central 
bone destructive lesion 3 cm. or more in diameter 
which involves neighboring tooth roots, the diagnosis 
becomes difficult as such a lesion may be a growing 
dental root cyst, a dentigerous cyst, a central fibroma 
or sarcoma, a giant-cell tumor, or even a squamous- 
cell carcinoma originating from the mucous mem- 
brane. Atypical lesions should be studied micro- 
scopically to exclude early malignancy. 

The next most frequent lesion, the adamantine 
epithelioma, is a true neoplasm arising from the en- 
amel organ. Its most common site is in the neighbor- 
hood of the molars, an area which is a frequent site 
also of dentigerous cysts and giant-cell tumors. The 
dentigerous cyst, a cystic degeneration of the enamel 
organ, occurs much less frequently than the root 
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cyst. The dental root cyst and the dentigerous cyst 
are treated by excision with stripping of the epithe- 
lial lining from the cyst wall. 

Next in frequency is the giant-cell tumor. This 
lesion and the monocystic adamantinoma are at- 
tacked with the chemical cautery. Polycystic ada- 
mantinomata should be resected. Central fibromata 
are comparatively rare lesions. The bone cavity left 
by a central fibroma must be treated with the chemi- 
cal and thermal cautery. SAMUEL Kaun, M.D. 


EYE 


Thomas, J. W. T.: Successful Grafting of the 
Cornea in Rabbits. Lancet, 1931, ccxx, 335. 

The author divides the experiments reported in 
this article into six groups according to the type of 
operation performed. 

Type 1. Seven rabbits were used. In the case 
of one animal the graft consisted of a horizontal 
strip of cornea with a conjunctival flap at each end. 
In the cases of six animals the cornea was trans- 
planted with a certain amount of conjunctiva. In 
four animals the graft united and healed, but first 
cloudiness and then ulceration finally developed and 
there was no useful vision. 

Type 2. In seventeen experiments a central or 
paracentral graft was held in place by stitches 
passed through the margin of the graft and the 
margin of the adjacent cornea. Of sixteen grafts, 
nine united, seven failed to unite, two became 
nebulous, and seven were opaque. There was a 
definite tendency toward anterior synechia, and 
stitches always damaged the graft, especially if they 
produced tension across it. 

Type 3. Seven rabbits were used. The grafts 
were cut in a shelving manner and all were auto- 
plastic. Four became united. One of the four be- 
came opaque and developed synechia, and one be- 
came nebulous. In all, there was a tendency toward 
slight bulging due to intra-ocular tension. In one 
operation a minute pedicle of corneal tissue was 
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retained to see if the graft could not be kept trans- 
parent. It was found that even a small pedicle of 
corneal tissue aided in revitalizing the graft. 

Type 4. Eighteen rabbits were used. A _ tri- 
angular or quadrilateral graft taken from the margin 
of the cornea was united to the cornea by stitches 
and a wide iridectomy was performed to prevent 
anterior synechia. Thirteen of the grafts became 
united. Two showed a clear area for about two- 
thirds of the graft and nine were opaque. The use of 
olive oil did not increase the risk of failure. Of the 
nine grafts in which five or fewer stitches were used, 
four failed to unite, whereas of the others in which 
six or more stitches were used, only one failed to 
unite. Stitches are liable to produce a line of tension 
along the graft, which is very undesirable. 

Type 5. Sixteen experiments were done. The 
grafts were fixed by cross-stitching, that is, the 
sutures were inserted in the substance of the adjoin- 
ing cornea, passed over the graft on its anterior 
surface, and inserted in the cornea on the opposite 
side, the ends being then tied together. One such 
stitch was used in three cases. In two of these the 
graft became displaced about the fifth day, and in 
one case its margin failed to unite and it became 
opaque with synechia. In thirteen cases two stitches 
were passed at right angles to each other across the 
graft. In six of these the graft became united. The 
grafts were homoplastic. Olive oil was used in every 
case. Of the six grafts which united, one had a clear 
central area after three months, but five became 
opaque. 

Type 6. All grafts were secured by cross-stitching 
with two sutures. In a group of ten rabbits the graft 
was either equal to, or slightly larger than, the gap. 
In the cases of two of these ten rabbits it was cut 
in a shelving manner. In five of the remaining eight, 
it united and in three it became partly attached. Of 
the five grafts which united, one was opaque, one 
had a small central area that was practically clear, 
one had a central clear area, and the two others were 
clear. This group shows that cross-stitching is the 
best method of securing the graft. In another group 
of rabbits the two grafts were outlined with a tre- 
phine measuring nearly 5 mm. and a gap in the 
cornea was prepared in the same way. Both were 
cut in a shelving manner and both united. One 
became opaque and the other nebulous. In a third 
group of experiments performed on two rabbits the 
grafts were removed with the trephine and scissors. 
The trephine was 4 mm. less in diameter than that 
used for the outlined gap. Both grafts became 
united, but neither was clear. In a fourth group of 
rabbits, thirteen experiments were done. The seven 
grafts operated on by the best technique were ail 
removed with scissors and smaller trephines with 
less difference in their diameters, cross-stitching was 
used, and the grafts were cut in the shelving manner. 
All seven grafts became united. One was opaque, 
one showed a small central area, and five were 
transparent. The opaque graft had anterior 
synechia. Lesiie L. McCoy, M.D. 
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Meltzer, P. E.: Gradenigo’s Syndrome: Anatomical 
Aspects. Arch. Otolaryngol., 1931, xiii, 87. 


It appears that anatomically Gradenigo’s syn 
drome can be accounted for on the basis of extension 
of infection through pneumatic cells or a diffuse 
osteitis in a diploétic bone spreading to the petrous 
tip. Those who do not agree that suppuration is the 
cause in the majority of cases can accept the theor 
that an inflammatory cedema at the tip is responsible. 
The outer layer of the dura is the internal periosteum 
of the skull. In cases in which an intense inflam 
matory reaction is present, it is conceivable that the 
internal periosteum may become involved in « 
pneumatized tip in the same way as the external! 
periosteum. Inflammation of the external perios 
teum is frequently seen in early mastoiditis without 
suppuration. The prompt relief of symptoms follow 
ing simple mastoidectomy may be explained on the 
basis of good drainage of the tympanum and, 
through its connections, drainage of the apical cells. 

From the relationship of the vessels and nerves 
Papale concluded that toxic infectious material pro- 
duced in situ or coming from the suppurating 
peritympanic cavity often stagnates in the hypo- 
tympanic recess and may pass through the carotico- 
tympanic and pericarotid lymphatics into the 
perineureum of the abducens nerve, causing a lesion 
of the nerve without involvement of the cavernous 
sinus, the latter being protected by the resistant 
membrane lined by endothelium that surrounds the 
nerve and the carotid artery. He demonstrated this 
mode of transmission experimentally and confirmed 
the extradural origin of the paralysis of the sixth 
nerve in this syndrome. 

There is no question of the extreme irritability of 
the trigeminal nerve as compared with other nerves. 
The distinction between neuralgia and neuritis is 
quantitative rather than qualitative. The pain is due 
chiefly to an inflammation or toxic involvement of 
nerves and ganglia. Involvement of the ganglion was 
definitely proved by Baldenweck. Wiener called 
attention to the appearance of herpes along the 
branches of the fifth nerve as an indication of! 
ganglion involvement in this syndrome. Perkins 
assumed a ganglionic interference because fifty-five 
of ninety-five patients noticed pain in the dis 
tribution of the fifth nerve and attributed it to the 
diseased process going on at the tip. It is unlikels 
however, that the pain in this syndrome is always 
due to involvement of the ganglion. As it is gener 
ally accepted that painful impulses are carried along 
sympathetic nerves to peripheral nerves ani 
localized at an area not contiguous to the par! 
affected, the pain may sometimes be explained b 
the sympathetic connections with the fifth nerve in 
this region. In other cases it may be due to increase: 
pressure in the cells at the apex which gives rise to « 
pain reaction localized deep in the orbit or temporv 
parietal region. It is not easy for the patient to 
localize deep pain in this region. In still other cases 
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the pain may be carried to adjacent sensory ganglia 
and transferred from the sensory filaments of the 
neuron primarily involved and even to those of 
the secondary neuron. Under such conditions the 
stimulus is carried in this neuronic pathway to the 
brain and is perceived as coming from the distribu- 
tion area of the secondary neuron. This is reflex or 
reflected pain. When the ganglion connections with 
the nerves passing through the middle ear are taken 
into consideration, it seems evident that the theory 
of reflected pain may sometimes explain the pain in 
the Gradenigo syndrome. The cause of referred pain 
is believed to be a lesion in the nerve trunk or in 
one of its branches. It must be borne in mind that 
the dura is supplied by branches from each division 
of the fifth nerve and that pain referred along these 
nerves may be of toxic origin or caused by other 
impulses arising in the middle ear. 

On the basis of recent pathologico-anatomical 
contributions it appears reasonable to assume that 
the Gradenigo syndrome may be due to: (1) cells 
extending to the apex (paralabyrinthine, subarcuate, 
paratubal), (2) the carotid canal (caroticotympanic 
canals, canaliculus tympanici), as the result of 
erosion of the bone wall of the eustachian tube, (3) 
the perineural and perivascular lymphatics of 
Papale, (4) erosion of the tegmen tympani with 
extension forward, and (5) the inferior and superior 
petrosal sinus. James C. BrasweE t, M.D. 


NOSE AND SINUSES 


Goldsmith, P. G.: The Treatment of Paranasal 
Suppuration Persisting After Operation. Cana- 
dian M. Ass. J., 1931, XXiv, 27. 


Sinus operations have so often been followed by 
failure that there is considerable scepticism regard- 
ing the benefit to be derived from the surgical treat- 
ment of sinus disease. Persistence of the discharge 
after operation is not in itself an indication for more 
surgery. Regulation of the patient’s manner of 
living, a change in climatic conditions, and local 
treatment may allay the secretion in time. 

As a rule, acute frontal sinus inflammation sub- 
sides spontaneously, but removal of the anterior end 
of the middle turbinate may be necessary to facilitate 
drainage. If an external operation is indicated, very 
thorough ethmoidal removal should be done first. 

A persistent discharge from the sphenoidal sinus 
is due ordinarily to deficient drainage and aeration. 
The author does not consider it safe to remove the 
sinus lining by instrumental means. 

A common cause of persistent postoperative antral 
discharge is the presence of unrecognized disease of 
the frontal and ethmoidal sinuses. Another cause is 
fibrous blocking of the operative wound. 

In persistent ethmoidal discharge, operation by 
the external route may be necessary to remove all of 
the cells. 

In conclusion the author says that care must be 
taken to avoid making the patient a nasal neuras- 
thenic. GeorcE R. McAuttrr, M.D. 
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Hastings, H.: Osteomyelitis Associated with Fron- 
tal Sinusitis: The Value of Preserving the 
Anterior Wall with the Attached Periosteum. 
A Report of Cases. Arch. Otolaryngol., 1931, xiii, 
181. 


The author reports two cases of osteomyelitis 
associated with frontal sinusitis in which the in- 
flamed bone became healed without being treated. 
He believes that in such cases there is a tendency to 
do too much surgery, the result being a fulminating 
infection which often ends fatally. If operation is 
necessary, the acutely inflamed periosteum and bony 
wall should be left alone. In the first case reported 
a conservative operation was done. In the second, 
the osteomyelitis subsided spontaneously. 

GeorGE R. McAuttrr, M.D. 


MOUTH 


Santoro, A.: Radium Therapy in Cancer of the 
Mouth (La radiumterapia dei cancro della bocca). 
Radiol. med., 1931, xviii, 115. 

The author reports seventeen cases of buccal can- 
cer and one case of buccal leukoplakia which have 
been treated at the Institute of Medical Radiology 
of the University of Rome since June, 1929. In two 
of the cases of cancer the lesion involved the upper 
lip; in four, the lower lip; in five, the cheek; in four, 
the tongue; and in two, the floor of the mouth. In 
the case of leukoplakia the tongue was involved. A 
cure was obtained in ten cases of cancer and in the 
case of leukoplakia, the incidence of cure being 
therefore 61 per cent. 

The different parts of the buccal cavity are so 
closely united by continuity and lymphatic circula- 
tion that the author constantly bears in mind their 
reciprocal relations in discussing the lesions of each 
part separately. Separate consideration of the le- 
sions is necessitated by the difference in the tech- 
nique of irradiation of lesions occurring in different 
sites. 

1. Cancer of the lip. Epithelioma of the upper 
lip is somewhat less frequent than epithelioma of the 
lower lip. If operation is done in time, the prognosis 
is in the main favorable and glandular metastases 
are infrequent. One of the two cases reviewed by 
the author was cured. In the four cases of cancer 
of the lower lip, all of which were cured, the treat- 
ment was limited to the surface. The lymphatics 
were not irradiated as they did not appear to be 
infiltrated. 

2. Cancer of the cheek. The five cases in this 
group included four epitheliomata and one sarcoma. 
A cure was obtained in one. The author is convinced 
that in epithelioma of the cheek, whatever the status 
of the case, superficial irradiation is entirely useless 
although occasionally it is followed by temporary 
improvement. Only the implantation of radium 
around the tumor offers a hope of cure. 

3. Cancer of the tongue. This condition is one 
of the most serious malignant lesions of the mouth 
as it rapidly involves the entire tongue and is soon 
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disseminated in the glands. Accordingly, the 
lymphatics must be treated even when they are not 
visibly enlarged. The author uses the technique of 
de Nabias, irradiating the glandular regions and the 
lingual lesion without operative intervention. Plat- 
inum needles with walls o.5 mm. thick and contain- 
ing from 1.33 to 2 mgm. of radium are inserted into 
the normal tissue around the tumor, 1.5 cm. apart 
and at least 1% cm. beneath the surface. They are 
left in place for from ten to eleven days. The im- 
plantation is limited to the back and borders of the 
tongue. The lower parts of the organ and the 
mandible are treated by external irradiation. Of 
the four cases which are reviewed by the author, 
three were cured. 

4. Cancer of the floor of the mouth. This lesion 
is frequent and may be treated successfully with 
either radium or the roentgen rays. Of the two 
cases reported, one was cured. The author implants 
tubes containing 2 mgm. of radium around the 
lesion and irradiates the lymphatic regions either 
directly or by external irradiation of the buccal 
focus. Wittram W. Wurretock, Pu.D. 


Quick, D., Nelson, P. A., Haagensen, C. D., Duffy, 
J. J.,and Others: Special Clinic on Epithelioma 
of the Lip. Am. J. Cancer, 1931, xv, 229. 

The authors state that biopsy and a Wassermann 
test of the blood are indicated in every case of per- 
sistent ulcerating lesion of the lower lip. In dis- 
cussing the differential diagnosis of the more pro- 
nounced lip lesions they call attention especially to 
the chronic inflammatory lesions, many of which are 
precancerous. 

In cancer of the lip the histological structure of the 
lesion does not aid in the selection of the method of 
treatment to the same extent as in cancer of the oral 
cavity proper. The extensive, bulky, papillary 
growth which may involve the entire surface of the 
lower lip but shows only slight infiltration is a much 
less serious lesion than the small, deeply infiltrating, 
insignificant looking growth. 

Epithelioma, the most common malignant lesion 
of the lip, is treated most satisfactorily by the sur- 
face application of heavily filtered radium on three 
sides of the growth. While palpable metastatic in- 
volvement of the glands of the neck is found only 
exceptionally, roentgen irradiation through both 
sides of the neck is advisable as a precautionary 
measure. 

In cases showing metastatic involvement of the 
cervical nodes, dissection is indicated. The ap- 
parently uninvolved side should be treated by heavy 
external irradiation and kept under observation. 
The metastatic node with its capsule invaded by 
tumor tissue, which is regarded as inoperable, should 
be treated by the implantation of filtered radon. 
Bilateral submaxillary involvement is a different 
problem from upper and lower deep cervical in- 
volvement. When dissection is undertaken in these 
cases it should be complete. 

Howarp A. McKnicut, M.D. 
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PHARYNX 


Leshin, N., and Pearlman, S. J.: Are Tonsillar 
Recurrences Entirely Due to Faulty Operative 
Technique? Arch. Otolaryngol., 1931, xiii, 37. 


The authors call attention to extratonsillar tissues 
which often contain lymphoid tissue embedded in 
their layers and are frequently neglected in routine 
tonsillectomy. In 50 per cent of cases in which the 
plicee are well developed, sites for possible future 
lymphoid hypertrophy are left even when the main 
tonsil mass is apparently removed completely. 
Whenever the plice are well developed they should 
be removed separately. There is no method of 
tonsillectomy that insures positively against the 
recurrence of lymphoid tissue at the site of operation 
as the raw operative area is epithelialized by the 
surrounding mucosa which, with its tunica propria, 
grows down into it and in its new site retains the 
ability to form lymphoid structures. The occurrence 
of hypertrophy in some instances and its non- 
occurrence in others is explained by constitutional 
and individual factors as yet not known. 

James C, BrAsweLt, M.D. 


NECK 


Lewis, W.: Hyperthyroidism and _ Associated 
Pathology. Am. J. M. Sc., 1931, clxxxi, 65. 


Lewis described the autopsy findings in a series of 
twelve fatal cases of hyperthyroidism treated during 
the period from 1923 to 1930, which he characterizes 
as the ‘“‘iodine era of thyroid disease.” Three of the 
patients died without operation. Of the nine who 
died after operation, five showed clinical evidence of 
postoperative crises. Only one of the patients was 
under forty years of age. The majority were between 
fifty and sixty years old. In most of the cases the 
goiter and hyperthyroidism were of long standing, 
and in all there were evidences of thyroid over- 
activity. The highest basal metabolic rate was 100+-. 
All of the patients had tachycardia, seven had 
auricular fibrillation, two had marked cardiac ir- 
regularity and decompensation, and four had hyper- 
tension. 

Seven of the thyroid glands showed primary 
hyperplasia with involution of varying degree. The 
remaining five were characterized by irregular foci of 
hyperplasia and degenerative or involutional changes 
and were regarded as showing endemic goiter. One 
of them presented multiple adenomatous foci which 
were encapsulated and undergoing secondary hy- 
perplasia. 

The changes in the heart were essentially those of 
coincidental cardiovascular disease and were com- 
patible with the ages of the patients. No direct 
deleterious effects of the hyperthyroidism upon the 
heart were noted, but it was believed that the de- 
velopment and progress of pathological lesions from 
other sources were accelerated by the increased 
work, tachycardia, and fibrillation. Thymicolym- 
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phatic hyperplasia was found in two cases in which 
death occurred from postoperative crisis. 

No significant anatomical changes were found in 
the spleen, liver, kidneys, pancreas, adrenals, or 
ovaries. Leo M. Zimmerman, M.D. 


Mora, J. M., and Greene, E. I.: Thyroidectomy for 
Thyrotoxicosis in Older People. Report of 200 
Cases After the Fiftieth Year. Am. J. M. Sc., 
1931, CIXxxi, 74. 

Of 1,060 patients operated upon for toxic goiter, 
200 (18.8 per cent) were fifty years of age and older. 
The oldest patient was seventy-six years of age. 
The average age was fifty-six and six-tenths years. 
One hundred and forty-five of the patients were 
females. Primary hyperthyroidism was present in 
133 (66.5 per cent) and secondary hyperthyroidism 
(toxic adenoma) in 67 (33.5 per cent). The duration 
of the goiter varied from one month to fifty years. 
The average duration was eleven and sixty-eight 
hundredths years. Symptoms of hyperthyroidism 
were present for from two weeks to thirty-two years. 
The average duration of the symptoms of hyper- 
thyroidism was twenty-three and two-tenths months. 
The average interval between the appearance of the 
goiter and the onset of symptoms was fourteen and 
five-tenths years. 
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The outstanding symptoms were weight loss, 
tachycardia, nervousness, tremor, weakness, palpi- 
tation, and exophthalmos. The following cardiac 
manifestations were observed: tachycardia in 73 per 
cent of the cases, left heart enlargement in 42.5 per 
cent, palpitation in 41.5 per cent, dyspnoea in 22 per 
cent, a systolic blow at the apex in 17.5 per cent, 
auricular fibrillation in 15 per cent, and cardiac 
decompensation in 12 per cent. Of the 85 cases with 
left heart enlargement, the enlargement persisted 
after operation in 25, in all of which the heart had 
been damaged. Of the 30 cases with auricular 
fibrillation, the rhythm became normal after the 
operation in 27. 

The average blood-pressure readings were: systolic 
160; diastolic, 80; and pulse pressure, 80. Exoph- 
thalmos was present in 61 cases, but disappeared in 
all but 5 after the thyroidectomy. The average pre- 
operative basal metabolic rate was + 41.6 and the 
average rate after operation —1.1 per cent. Only 
4 patients were found to have metabolic rates above 
+15 per cent after operation, and of these only 1 
showed definite clinical evidences of hyperthyroid- 
ism. 

Of the 7 deaths in the 1,060 cases, 6 were those of 
patients fifty years of age or older. 

Leo M. ZIMMERMAN, M.D. 





BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Delageniere, Y.: The Futility and Dangers of 
Lumbar Puncture in Cranial Fractures and 
in the Surgical Treatment of Cerebral Hzemor- 
rhages (De l’inutilité et des dangers de la ponction 
lombaire dans les fractures du crane et du traite- 
ment chirurgical des hémorragies cérébrales). 
Arch. franco-belges de chir., 1929-30, XXxii, 490. 


The first case reported was that of a man forty- 
six years of age who had been knocked down by an 
automobile about three hours before he entered the 
hospital. Lumbar puncture done soon after the 
accident withdrew clear fluid. After the lumbar 
puncture the pulse became more rapid and the 
patient was brought to Delageniere. On the way he 
began to have trouble with his speech and gradually 
lost consciousness. When he was first seen by 
Delageniere he was in complete coma. The diagnosis 
was cerebral compression, probably due to a hama- 
toma of the middle meninges. There was an almost 
horizontal fracture of the lower temporal portion. 
Trephination reveaied a mass of clots between the 
skull and the dura mater. The hemorrhage of the 
meninges was completely stopped by tamponing. 
The patient did not regain consciousness. 

Delageniere is of the opinion that lumbar punc- 
ture, which is the classical procedure in cases of 
cranial injury, should not be done. It is based on 
the supposition that the finding of blood in the 
cerebrospinal fluid confirms the presence of a 
cranial fracture. However, cerebral contusion with- 
out fracture may give rise to an effusion of blood, and 
cranial fractures are associated with haemorrhage 
only if the dura mater is injured. 

The author has never done lumbar puncture rou- 
tinely. In the cases of patients with coma, pupil- 
lary signs, a positive Babinski and Ortner sign, or 
a very slow or fast pulse after an injury the head 
should be shaved. In nearly every instance this 
simple maneuver will reveal a contused zone, a very 
small wound, or simple erosion of the scalp. This 
region should be palpated. If a fracture is present 
and the patient is conscious, severe pain will be 
experienced at a definite point. If the patient is in 
coma a zone of cerebral contusion will be found at 
this point. 

Lumbar puncture is absolutely useless in deter- 
mining the indications for operation and may be 
extremely dangerous. In cases of cerebral contusion 
or cranial fracture treated by a single lumbar punc- 
ture the mortality ranges from 41 to 70 per cent, 
whereas in the cases treated by the author it was 
only 16 per cent although the injuries were very 
severe. The results of treatment by a series of lum- 
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bar punctures are even poorer than those in un- 
treated cases. The motor, sensory, and mental 
sequel are always more serious when operation is 
not done. The operation should be an extensive, 
deep, local, external decompression. Non-interven- 
tion is indicated only in cases of fracture limited to 
the base and without a lesion of the centers. 

The second case reported by the author was that 
of a man aged fifty-seven years who developed 
hemiplegia twenty-four hours after a fall. Palpation 
revealed a depressible area in the right parietal region 
where there was an almost effaced star-shaped scar. 
The patient claimed never to have had an accident 
or an operation. The diagnosis was hemiplegia 
from fracture of the cranium and compression of 
the centers. Operation disclosed an anteroposterior 
line of fracture 9 cm. long. The bone at the edge of 
the fracture was very thin. Ventricular puncture 
revealed ventricular inundation. The fall had been 
caused by the hemorrhage. Hemiplegia persisted 
and contractures of all of the limbs developed. 
Three months later the condition was reported as a 
left hemiplegia with paraplegia of the right leg. 

PAce. 


Orton, S. T.: A Clinical and Pathological Study of 
Two Cases of Obstruction of the Aqueduct of 
Sylvius. Bull. Neurological Inst. New York, 1931, i, 
72. 


The first case reported by the author was that of 
a short, stout white girl seventeen years of age who 
came of a family exhibiting endocrine disorders and 
other anomalies of development. The patient was 
considered an average child until she was fourteen 
years old. At that time she left school because of 
inability to learn. For two years she gained weight 
rapidly, but the size of her head and feet remained 
the same. She had an excessive appetite, with a 
strong desire for sweets, and gave a history of 
polyuria. She had never menstruated. 

At the time she entered the hospital she had an 
unsteady gait with a wide foot-base and presented 
definite signs of pyramidal tract involvement which 
were somewhat more marked on the left side than 
on the right. The basal metabolism was —-10. The 
findings of the sugar-tolerance tests were within 
normal limits. Eye examinations showed a papil 
loedema of 2 diopters on the right and 5 diopters on 
the left side. No disturbance of the pupillary re 
actions or visual fields could be found. 

Roentgen-ray examinations disclosed evidence ot 
increased intracranial pressure. The sella showed 
marked distortion. The anterior clinoid processes 
were pressed upward, the floor was depressed and 
the dorsum was almost destroyed. Ventriculograms 
showed markedly dilated lateral ventricles which 














were apparently not deformed nor displaced in any 
localized area. 

Autopsy revealed a percanalicular gliosis and gran- 
ular ependymitis of the aqueduct of Sylvius and 
fourth ventricle which had caused almost complete 
closure of the aqueduct and consequent extreme in- 
ternal hydrocephalus with rupture and the forma- 
tion of a pial cyst, compression of the left ventricular 
wall of the vermis, collapse of the roof of the fourth 
ventricle, and secondary obstruction to the ventric- 
ular outflow which was probably almost complete. 

The second case was that of a bright Italian boy 
nine years of age who entered the hospital with a 
history of nocturia and enuresis for three months, a 
rapid gain in weight for two months, a decrease 
in vision, and occasional headaches. Examination of 
the eyes disclosed a bilateral papilloedema of 2 
diopters and a striking contraction of the visual 
fields with a suggestion of binasal hemianopsia. 
Roentgen-ray examination showed evidence of in- 
creased intracranial pressure and a rather large sella 
turcica. Air injected by lumbar puncture did not 
enter the ventricles. Because of the rapidly ad- 
vancing optic atrophy, operation was undertaken, 
and because of the suggestive pituitary syndrome 
and the X-ray findings in the region of the sella a 
frontal approach was selected. In spite of two ex- 
plorations, no tumor mass was discovered. 

Autopsy disclosed an astrocytoma fibrolare be- 
neath the aqueduct of Sylvius which had grown into 
the lumen and caused an obstructive hydrocephalus. 

The author believes that in the clinical inter- 
pretation of cases of chronic glial overgrowths a 
history of mental deterioration and apathy may be 
of value. Enlargement of the head from infancy may 
indicate a reduced factor of safety in ventricular 
drainage and may serve as a sign of importance in 
the differentiation of obstruction of the aqueduct 
due to tumors of the posterior fossa and suprasellar 
growths. Orton believes that there may be an in- 
herent tendency toward a heavy glial framework 
which may predispose to glial overgrowths. 

In the reported case of astrocytoma no specific 
morphological character was found which was not 


found also to some degree in the reactive gliosis. 


The diagnosis was based as much on topographical 
as on morphological factors. 
RoBeErt ZOLLINGER, M.D. 


Lindau, A., Sargent, Sir. P., Collins, E.'T., Riddoch, 
G., and Others: Discussion on Vascular Tu- 
mors of the Brain and Spinal Cord. Proc. Roy. 
Soc. Med., Lond., 1931, xxiv, 363. 

LINDAU reviews the nature of the syndrome which 
has been given his name. He calls attention to the 
usual cerebellar location of the tumor, its accom- 
panying cyst, its characteristic histological appear- 
ance, the frequent multiplicity of lesions in the 
nervous system, the occasionally associated haman- 
gioblastoma of the retina (von Hippel’s disease), 
and the occasional hereditary character of the 
disease. He stresses the importance of Cushing 
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and Bailey’s division of vascular tumors of the ner- 
vous system into malformations and true neoplasms. 
SARGENT cites personal experiences with vascular 
tumors in the brain and spinal cord. He calls at- 
tention to the failure of treatment in cases of vas- 
cular malformations and the brilliant results ob- 
tained by surgery in cases of hemoblastoma. 
CoLiins said that both vascular malformations 
and true neoplasms may occur also in the eye, and 
cited cases from the literature and his own ex- 
perience. Leo M. Davinorr, M.D. 


Meagher, R., and Eisenhardt, L.: Intracranial 
Carcinomatous Metastases. Ann. Surg., 1931, 
xcill, 132. 

Meagher and Eisenhardt call attention to 57 
intracranial metastatic tumors which were found in 
Cushing’s series of 1,850 verified intracranial tumors. 
Forty-four were carcinomata. One-fourth of these 
were primary in the breast. The average age of 
the patients with intracranial metastases from the 
breast was fifty-one years. ‘The interval between 
the onset of breast symptoms and brain symptoms 
ranged from three months to twelve years and 
averaged three and one-half years. The course 
after the appearance of intracranial symptoms was 
very rapid, the average length of time before death 
being six months. 

Two cases are cited to show the difficulties which 
are sometimes encountered in the diagnosis. One 
was that of a woman who entered the hospital com- 
plaining of severe headache which had begun less 
than two years after the removal of a: breast car- 
cinoma and who gave a history of convulsive seizures 
twelve years before. The X-ray diagnosis of 
meningeal tumor was confirmed at operation. At 
autopsy, no metastases to the brain were found. 

The second case was that of a woman with a 
marked family and personal history of tuberculosis 
who had had a cancer of the breast removed and 
three years later entered the hospital with cerebellar 
symptoms. The diagnosis at operation was solitary 
tubercle, but the histological picture was that of 
carcinoma. Leo M. Davinorr, M.D. 


Bailey, P., and Bucy, P. C.: The Origin and Nature 
of Meningeal Tumors. Am. J. Cancer, 1931, xv, 
15. 

The authors discuss the origin and nature of 
meningeal tumors with case reports and photo- 
micrographs of nine types of such tumors. 

They discuss first the mesenchymal type because 
microscopically certain meningeal tumors bear a 
close resemblance to the mesenchyme which pre- 
cedes the formation of the meninges. The loose 
arrangement of the cells, the delicate strands of 
reticulin, and the practical absence of collagen and 
elastin are quite typical. 

The second tumor discussed is the neoplasm of 
the angioblastic type previously described by Bailey, 
Cushing, and Eisenhardt. In this tumor the vascular 
channels are merely open spaces in the tissue. Most 
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of them are lined by neoplastic cells. Occasionally 
the cells lining the vascular spaces are flattened to 
form an endothelium. 

The meningeal tumor of the meningotheliomatous 
type reproduces so exactly the structure of the 
localized thickenings of the arachnoidal membrane, 
especially the so-called pacchionian granulations, 
that its origin from the arachnoid is accepted. 
Cushing has shown that it arises usually in localities 
where the arachnoidal granulations are most 
numerous. By some, it has been called a neuro- 
epithelial tumor. By others, its cells have been con- 
sidered fibroblasts. The cells are similar to those 
lining the subarachnoid and subdural spaces which 
Weed called mesothelial cells. 

The psammomatous meningeal tumors differ 
from the preceding type only in the tendency of the 
neoplastic cells to form whorls which subsequently 
become calcified. The neoplastic cells may form no 
intercellular substance over large areas, yet the whorl 
often contains reticulin which, when undergoing 
hyaline transformation, may stain feebly as collagen 
or elastin. 

Tumors of the osteoblastic type, in which there is 
bone formation, constitute evidence of the connec- 
tive-tissue nature of the cells of the arachnoidal 
membrane. The bone in these tumors is always of 
the membranous type, no cartilage being found. 

Fibroblasts are rare in the ordinary meningeal 
tumor. However, the authors report a tumor in 
which the cells had predominantly the structure of 
fibroblasts. This tumor, which grew rather rapidly, 
was comparable in structure to fibroblastic tumors 
seen elsewhere in the body and seemed not to be 
metastatic. Roentgen irradiation transformed it 
into a very benign type of growth, decreased the 
rate of cellular division, increased the production of 
collagen, and caused the formation of numerous 
giant cells. 

The authors cite also a case in which the tumor 
was Classed as of the melanoblastic type. In children, 
the most common source of such tumors is the 
retine, but in this case the retina were normal. 
The authors state that a sufficient number of cases 
are now on record to prove that melanoblastomata 
may arise primarily from the leptomeninges. 

Meningeal tumors of a sarcomatous type similar 
in structure to those of the melanoblastic type but 
not pigmented occasionally occur in the leptomen- 
inges. They sometimes arise as cufls around the 
cerebral blood vessels and rarely as a large mass, but 
as a rule are widely spread in the leptomeninges. 
They have been called peritheliomata, sarcomatosis, 
and diffuse endotheliomatosis of the meninges. 

The authors have been able to find records of 
about sixty cases of intracranial lipomata. The 
meningeal tumor of the lipomatous type is most 
common on the upper surface of the corpus callosum. 
Of the sixty cases cited, the tumor was in this region 
in seventeen. 

Several cases of rather extensive gliomatous for- 
mations in the leptomeninges are mentioned. These 
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can be explained by supposing an invasion of the 
leptomeninges by neuroglial tissue during embryonic 
life or by undifferentiated neoplastic tissue which 
afterward becomes differentiated in the abnormal 
situation to form heterotopic malformations. They 
cannot be regarded as evidence of a neuro-epithelial 
origin of the leptomeninges. 

The authors conclude from their study that 
whatever the origin of meningeal tumors, the neo 
plasms are of the nature of connective tissue and 
are not gliomatous. RoBerT ZOLLINGER, M.D. 


Elsberg, C. A.: The Meningeal Fibroblastomata 
(Dural Endotheliomata, Meningiomata, 
Arachnoid Fibroblastomata). Their Origin, 
Gross Structure, Blood Supply, and Effects 
upon the Brain. Principles of Technigue 
for Their Removal. Bull. Neurological Inst. Nex 
York, 1931, 1, 3. 


ne 


Following a review of the various theories that 


- have been advanced with regard to the origin of 


meningeal fibroblastomata, the author presents a 
theory based on studies of meningeal tumors occur 
ring in the spinal membranes, the exact relations of 
which to the membranes can often be noted. 

He describes the various situations in which 
spinal meningeal fibroblastomata unattached to 
nerve roots may be discovered. As some of these 
tumors are found outside of the dura or adherent 
to the inner surface of the dura without any demon- 
strable connection with the arachnoid, it is difficult 
to explain their origin from the arachnoid. 

lf due consideration is given to the difference in 
the relations between spinal meningeal tumors and 
the three membranes it is evident that the origin 
of the arachnoid cells from which meningeal tumors 
arise must be sought for at an early stage of their 
development, before the blastemic condensations of 
cells which are to form dura, arachnoid, and pia 
have been concluded. It is possible that at this 
early stage cells which should become grouped with 
the structures that are to form the arachnoid may 
lose their proper affiliation and alignment and re 
main associated with cells destined to develop into 
pia mater or dura. By this assumption Elsberg 
explains why a tumor structure which reproduces 
the structure of the arachnoid may be found in 
situations entirely unconnected with that membrane. 
He reminds us that displaced cell rests are prone, 
in adult life, to multiply excessively to form tumors 
which reproduce the histological structure of the 
original tissue. This fact suggests that so-called 
dural endotheliomata are derived from misplaced 
mesenchymal cell rests and may originate from any 
of the three membranes. Elsberg agrees with Pen 
field that these tumors are properly called “menin 
geal fibroblastoma.” 

Elsberg studied the gross structure, blood supply. 
and mechanical effects upon the brain in fifty cases 
of intracranial meningeal fibroblastoma. On the 
basis of their gross form, he divides these tumors 
into three groups: (1) hard tumors, (2) soft tumors 














and (3) tumors combining features of both hard and 
soft tumors. 

The hard tumors are flat or globoid, usually 
lobulated, and surrounded by a tough capsule on 
the surface of which are numerous blood vessels. 
It is the author’s impression that the parasagittal 
and the tentorial growths are regularly of a very 
firm consistency, definitely fibrous, and almost al- 
ways surrounded by a well-developed capsule. 

The soft tumors are better supplied with blood 
vessels than the hard tumors and have a very thin 
limiting capsule. They are irregular. Small out- 
growths from them may penetrate the fissures 
between the convolutions. The soft meningeal 
fibroblastomata are found most often at a distance 
from the large venous sinuses. They are usually so 
soft and fragile that small bits of tumor may be left 
at operation and become a source of recurrence. 

In the tumors of the third group, firm, well- 
encapsulated nodules are connected with each other 
by soft, poorly encapsulated tumor tissue. 

The blood supply of intracranial meningeal 
fibroblastomata is derived chiefly from vessels which 
enter by way of the attached part of the dura. 
There are relatively few vessels which extend to the 
growth from the pia arachnoid in the tumor bed. 

By dividing the dura around the edge of its at- 
tachment to the neoplasm, most of the blood supply 
to the growth may be shut off and removal of the 
tumor may be made easier. 

The author advises that the blood of every patient 
operated upon for tumor of the brain be typed and 
cross checked so that if a blood transfusion becomes 
necessary it can be given without loss of time. 

The electrosurgical apparatus is a valuable aid 
in the removal of these tumors. Bleeding may be 
controlled by the use of small bits of muscle obtained 
from operations in general surgery. The muscle 
can be preserved for several days by placing it in a 
sterilized box kept at a freezing temperature. 

The exposure of these tumors must be liberal for 
complete or satisfactory enucleation. In cases of 
parasagittal growths in which part of the dura of 
the opposite side must be exposed, the author 
removes the overlying bone with rongeur forceps. 
This causes less loss of blood than enlarging the 
opening by forming a bone flap across the midline. 

The central part of these tumors should be re- 
moved first with the electric knife or loop. The 
shell can then be removed more easily and the 
bleeding better controlled. In the removal of 
tumors attached to the falx or superior longitudinal 
sinus the shell of the tumor farthest away from the 
midline should be removed last. Removal of these 
tumors may require several operations. 

RoBERT ZOLLINGER, M.D. 


Morris, L.: Trigeminal Neuralgia. The Anatomy 
of the “Hartel”? Technique. Lancet, 1931, ccxx, 
122. 


As sensory root avulsion by operation requires a 
highly specialized technique, the author advocates 
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the use of the Hartel method of injecting the region 
of the gasserian ganglion. He cites anatomical and 
experimental evidence which shows that the route 
taken by the needle is free from danger and the 
foramen ovale can be located with accuracy and 
safety if its relations to both the infratemporal sur- 
face of the sphenoid bone and the external pterygoid 
plate are known. 

He believes that by a high ‘‘horizontal”’ Hartel 
route, not the ganglion, but its sensory root is 
reached by the alcohol, the results of the injection 
being thereby rendered permanent. 

Leo M. Davinorr, M.D. 


SPINAL CORD AND ITS COVERINGS 


Schroeder, A.: Anatomical and Clinical Study of 
Two Cases of Extramedullary Tumor (Con 
sideraciones anatomico-clinicas sobre algunos casos 
de neoformaciones extramedulares). An. fac. d 
med., Univ. de Montevideo, 1930, xv, 750. 


The first case reported was that of a woman fifty 
four years of age. About two years before she was 
seen by the author, the patient began to have pain 
in the hips which was worse at night than in the day- 
time. Soon thereafter she had pain in the legs and 
feet, and formication and loss of sensibility in the 
soles of the feet. Walking became impossible with- 
out the use of a cane. A physician found a fibroma 
impacted in the pelvis, which compressed the sacral 
plexus, rectum, and sciatic nerve. After operation 
for the removal of this tumor the condition of the 
feet improved under treatment with massage and 
electricity, and walking became easier. 

When the author first saw the patient in May, 
1928, the movements of her legs and feet were very 
limited, the movements of the hips limited to a less 
degree, her muscles weak, and the patellar reflexes 
very active. Ankle clonus and a positive Babinski 
reaction were present on both sides. Tactile sensa- 
tion was decreased below the fourth lumbar verte- 
bra. Sensation of position was abolished in the feet 
and toes. Electrical examination showed slight 
hyperexcitability of the nerves and muscles, but no 
reaction of degeneration. Roentgen examination of 
the spinal column was negative. Intraspinal lipiodol 
stopped at the level of the first lumbar vertebra and 
its position was unchanged at the end of twenty- 
four hours. The clinical symptoms and course sug- 
gested a benign tumor causing pressure on the cord, 
and the lipiodol examination confirmed the diag- 
nosis. While it seemed questionable whether opera- 
tion would relieve the symptoms of compression of 
the cord that had persisted for four years, operation 
was performed. It disclosed a tumor at the level of 
the first lumbar vertebra. The tumor was removed. 
It proved to be a fibro-epithelioma. There was little 
improvement in the patient’s condition. 

The second case was that of a patient twenty- 
eight years of age who showed clinical signs of tumor 
at the level of the sixth dorsal vertebra. Lipiodol 
was arrested at the level of the seventh dorsal verte 
bra. Operation disclosed a very unusual form of 
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vascular tumor at this level. Removal of the neo- 
plasm was not followed by any great change in the 
patient’s condition. | Auprey Goss MorGan, M.D. 


PERIPHERAL NERVES 


Hannah, J. A.: Regeneration of Peripheral Nerves: 
An Experimental Study. Edinburgh M.J., 1931, 
XXXVlii, 73. 

An experimental study of regeneration of peri- 
pheral nerves was carried out by the author on 
rabbits a few weeks old. The sciatic nerve on each 
side was exposed in the thigh and a small incision 
made in it in a direction transverse to its long axis. 
After this procedure the cut ends of the nerve fibers 
did not retract from each other so far as if the whole 
nerve trunk had been severed, the limb was not 
paralyzed, and the animal suffered no apparent in- 
convenience. When the animal was killed one of the 
nerves was fixed and subsequently treated for silver 
impregnation, while the other was used for general 
histological routine. When the nerves were removed 
for investigation they were tied by fine silk thread 
to frames made of glass rods and placed immediately 
in formol-ammonium bromide solution. By this 
method distortion was decreased and better longi- 
tudinal sections of the nerve were obtained. The 
Gross-Bielschowski method of impregnation by 
silver was used as a rule. For histological examina- 
tion the nerve was treated in the same way, but 
subsequently embedded in paraffin. The findings in 
this experiment show that when a nerve bundle is 
severed, degenerative or regressive changes occur in 
the myelin sheath and axon of the nerve fiber in both 
the central and the distal stump. On the other hand, 
the neurolemmal cells undergo progressive changes 
and at the site of the injury both the proximal and 
the distal portions of the severed fiber show necro- 
biotic changes due directly to the trauma. Whereas 
the regressive changes extend centrally for a variable 
but short distance, they occur throughout the whole 
extent of the portion peripheral to the section. 

The author discusses the changes in the myelin, 
the cells of Schwann, phagocytosis, and the changes 
occurring in the distal and proximal portion of the 
axis cylinder. 

A few hours after incision of the nerve the myelin 
retracts from the sides of the tube and separates first 
into large, and later into smaller, droplets which 
eventually disappear. The fragmentation of the 
myelin begins simultaneously along the whole 
length of the distal portion of the same fiber. Its 
removal is completed more rapidly in the smaller 
than in the larger fibers. Disintegration of the 
myelin begins before any histological changes can be 
demonstrated in the axon. It seems probable that 
under normal conditions the axis cylinder has a 
trophic influence on the myelin, and when the former 
is severed from its cell of origin it can no longer exert 
its influence and the myelin is broken up by a 
digestive action of enzymes derived from the cells of 
Schwann. 
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About sixteen hours after section of the fibers the 
cells of Schwann or neurolemmal cells begin to pass 
into a vegetative phase. The nuclei enlarge and 
become hyperchromatic, and the perinuclear cyto 
plasm increases in amount. As the myelin and axis 
cylinder disappear they are more or less replaced by 
a tube of cytoplasm in which are numerous nuclei. 

The protoplasm of some of these tubes show a 
longitudinal striation which is one of the factors 
giving rise to the belief that the new axis cylinders 
are differentiated from the cytoplasm of Schwann’s 
cells. Many of the protoplastic tubes of the pe 
ripheral stump become innervated by new axis 
cylinders while a certain number become hollow and 
are eventually bounded by the connective tissue of 
the endoneurium. 

A few days after section of the nerve, phagocytic 
cells are present in the nerve fibers of the peripheral 
stump, where they ingest particles of disintegrating 
myelin and fragments of the axis cylinder. The 
author believes a few of these may be polymorphonu 
clear leucocytes, but that the majority are histocytes. 
He bases this conclusion on the fact that the 
majority of the phagocytic cells observed are too 
large for polymorphonuclear leucocytes and in the 
central nervous system the chief cells concerned in 
the phagocytosis of fragments of dead tissue are de 
rived from fixed cells of the part. He believes that 
in the peripheral stump of the severed nerve most of 
the phagocytic cells are derived from cells in the 
endoneurium and some of them from the cells of 
Schwann. 

At the site of the lesion certain of the axis cylinders 
may be intensely impregnated with silver. They are 
sinuous in outline, but regular in diameter and do not 
present structural alterations characteristic of de- 
generation and disintegration. These are known as 
“preserved” fibers. They are axis cylinders killed 
immediately by trauma. Their conservation is due 
probably to some action of the exudates, especially 
the blood in the wound. The less the nerve is 
traumatized when it is sectioned, the fewer the 
number of preserved fibers. 

The structural expression of the agonal changes 
presented by the portion of the axis cylinder distal to 
its point of severance is varied. In many instances 
the ends toward the lesion develop an oval or 
pyriform swelling, and in the case of medullated 
fibers this may contain a thick plexus of neurofibrils 
Along the course of the fiber, fusiform swellings 
commonly occur. About two days after section the 
neurofibrils undergo granular disintegration and thx 
axis cylinder undergoes fragmentation. Finally com 
plete lysis by enzyme action results. The autho: 
briefly discusses the function of the neurofibrils. He 
agrees with Schroeder that neurofibrils do not form 
the conducting element of the nervous system, but 
are merely a framework for the nerve cell. 

The distance from the wound to which necrosis 0! 
the axis cylinders occurs varies with the individua! 
fibers. The smaller the axis cylinder the shorter th« 
necrosed portion. The early phases of regeneration 
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present a picture which differs according to the dis- 
tance at which the living portion is situated from the 
wound. In the case of the fine fibers the living 
portion develops a terminal swelling and grows 
toward the exudate. Because of the obstacles which 
it encounters in its growth the fiber may break up 
into a number of branches each of which ends in a 
swelling. These new fibers are found in the exudate 
as early as twenty-four hours after the operation. 

Similarly, the living portion of the large med- 
ullated fibers develops a terminal swelling. About 
twenty-four hours after the operation this gives rise 
to fine branches and thereafter reverts to the normal 
size of the axis cylinder. The new fibers grow 
toward the wound at the periphery of the tube 
between the neurolemmal sheath and the detritus of 
myelin and fragments of the necrosed old axis 
cylinder. The new fibers branch around and between 
the disintegrating masses within the tube and the 
various other obstacles to growth which are present 
in the wound such as blood clot, droplets of fat, cells 
which have migrated into the exudate, displaced fat 
cells, and muscle fibers. It has been computed that 
in adult animals only one of six or seven of the 
sprouts formed within the central portion reach the 
peripheral stump even under the best conditions. In 
young animals the number is larger. In the author’s 
series the new fibers reached the peripheral stump in 
six or seven days after hemisection of the nerve 
trunk. The number of fibers reaching the distal 
portion of the severed nerve and the time at which 
they do so depends upon varicus factors. Chief 
among these is the distance of the ends of the severed 
nerve from each other and the nature and amount of 
the various obstructions present in the intervening 
space. Cajal estimated that the rate of growth along 
the peripheral part of the severed nerve trunk is ten 
times as fast as the rate of growth in the scar. 

The author believes that the myelin sheath does 
not begin to be formed until the axis cylinder 
passes from the phase of growth into the phase of 
functional activity. New cells of Schwann and 
myelin sheaths occur in relation not only to the new 
fibers which have entered the old tube in the pe- 
ripheral stump, but also to those which have grown 
extratubally. In the process of regeneration of 
peripheral nerves the law of Marenesco doubtless 
holds. ‘‘Function is a necessary condition for the 
trophism of the neurons and nerve paths. A cell or 
fiber that does not function sooner or later dis- 
appears.” RoBert ZoLiincerR, M.D. 


MISCELLANEOUS 


Foerster, O.: The Surgical Treatment of Neuro- 
genic Contractures. Surg., Gynec. & Obst., 1931, 
lii, 360. 

A neurogenic contracture is one in which fixation 
is brought about by contraction of a muscle or a 
muscle group as the result of abnormal innervation. 
The author discusses the more common factors 
causing this condition. 
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Contractures caused by pathological irritation of 
peripheral motor nerve fibers are due to traumatic 
nerve lesions in the presence of latent tetany. 
Irritation of a single nerve by the traumatic process 
becomes effective only if there is a latent tetanic 
condition. Under such circumstances the excitabil- 
ity of the traumatized nerve as well as that of other 
nerves to electrical and mechanical stimuli is in 
creased. The contracture disappears promptly when 
the scar tissue surrounding the nerve or the foreign 
body embedded in the nerve is removed. 

Contractures produced by pathological irritation 
of afferent peripheral nerve fibers are common. They 
develop following the division of a cutaneous nerve 
and the formation of a neuroma at the central 
stump, or when the nerve becomes embedded in 
scar tissue. Pain is a constant symptom. These 
contractures are produced in such a way that the 
injured nerve is relaxed and the irritation is thus 
reduced. The reflex origin of all such contractures 
can be demonstrated by injecting novocain proximal 
to the lesion. Permanent relief has been obtained 
in the majority of the cases only by avulsion of the 
injured nerve. 

Reflex contractures due to pathological irritation 
of afferent nerve fibers occur also in traumatic 
lesions of mixed nerve trunks. The surgical pro 
cedure in these cases is either excision of the neuroma 
followed by suture if the nerve is divided or, in less 
severe cases in which the motor fibers of the nerve 
are damaged only slightly, if at all, by liberation of 
the fascicles of the nerve trunk (endoneural neu- 
rolysis). 

Contractures following pyramidal tract lesions 
are reflex in nature. They are nothing but an in- 
creased muscular reflex response to stretch (stretch 
reflex). Because of the abnormal reflex activity of 
the spinal cord, the limbs are often brought into 
abnormal positions and then fixed in these positions 
by the stretch reflex. 

There are three ways to relieve 
response of the muscle to stretch: 

1. Operations on the muscles and tendons: (a) 
complete cutting of the muscle or tendon (per 
missible only if the muscle is dispensable); (b) 
lengthening of the tendon of the spastic muscle; and 
(c) transplantation of one point of insertion of the 
muscle to a point closer to the other point of in 
sertion. 

2. Total or subtotal de-efferentation of the spastic 
muscle by total or subtotal resection of its motor 
nerve branches. 

3. De-afferentation of the spastic muscle by 
resection of the posterior spinal roots. 

In spastic hemiplegia the best procedure to over- 
come the spastic contracture of the calf muscles is 
lengthening of the Achilles tendon. To overcome 
the supination which the foot undergoes if flexed, 
the author resects the motor branches of the poste- 
rior tibial muscle or lengthens the tendon of this 
muscle behind the internal malleolus. He also splits 
the tendon of the anterior tibial muscle into halves 
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longitudinally and inserts one-half into the tendon 
of the peroneus tertius. To prevent contraction of 
the flexors of the toes, which occurs when the foot 
comes in contact with the ground, the best procedure 
is total subcutaneous tenotomy of the tendons of the 
flexors of the toes just proximal to the point where 
they reach the toes. To overcome spastic contrac- 
ture of the quadriceps the best procedure is partial 
resection of the crural nerve just below the inguinal 
fold. Spastic contracture of the adductors of the 
thigh is overcome by subtotal extraperitoneal re- 
section of the obdurator nerve in the pelvis. Re- 
traction of the hamstrings, usually found in infantile 
hemiplegia, is corrected by lengthening the tendons 
of these muscles. 

In spastic contractures of the paralyzed upper 
extremity in pyramidal tract hemiplegia the results 
of surgical treatment are not so good as those in the 
leg. In the upper extremity, spastic contracture of 
the adductors is corrected by resection of some of the 
motor branches of the pectoralis major and the 
motor nerve of the latissimus and teres major. To 
overcome spasticity of the internal rotators of the 
arm, the majority of the nerves of the subscapularis 
are resected. For contracture of the flexors of the 
forearm, from one-third to one-half of the mus- 
culocutaneus nerve is resected. For contracture of 
the pronators of the hand, the motor branches of 
the pronator teres are resected, while for contracture 
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of the flexors of the wrist, the tendons of the flexor 
carpi radialis and of the flexor carpi ulnaris are cut 
and inserted into the tendons of the extensors of the 
wrist. The correction of contracture of the flexors 
of the fingers is a very difficult problem. The motor 
branches of the flexor sublimis and profundus and 
of the flexor pollicis longus may be partially resected. 
For contracture of the adductor of the thumb, 
tenotomy of its tendon is the best procedure. 

For the relief of paraplegia with generalized con 
tracture, posterior root resection is advisable. How 
far voluntary motility can be restored depends upon 
the number of innervating fibers of the cortico 
spinal system which are preserved. Spastic para 
plegia may be similarly treated. 

In the treatment of congenital spastic conditions, 
proper diagnosis and selection must be stressed. 
Root resection will relieve spasticity due to pyram 
idal tract lesions, but is of no avail in that due to 
extrapyramidal lesions. Moreover, the child must 
have sufficient intelligence to co-operate in a sys 
tematic regimen of exercises after operation. Pa 
tients who are subject to epileptic seizures should 
not be operated upon by root resection. 

Torticollis is caused by a cramp of the con 
tralateral sternocleidomastoid and the ipsolateral| 
neck muscles. To relieve this condition the con 
tralateral accessory and the homolateral upper four 
spinal roots are cut. Davi J. Inpasrato, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Lee, B. J., and Pack, G. T.: Giant Intracanalicular 
Myxoma of the Breast. Ann. Surg., 1931, xciii, 
250. 

Giant intracanalicular myxoma of the breast, the 
so-called cystosarcoma phyllodes mamme of Muel- 
ler, was an uncommon tumor even a hundred years 
ago, but is much less frequent now because the 
precursory fibro-adenomata of the breast are rec- 
ognized and removed. 

This article is based on 4 such tumors studied in 
the Breast Department of the Memorial Hospital, 
New York, during the past twelve years and 105 
collected from the literature. 

At least 25 terms have been used to designate this 
tumor. The authors favor the term “‘giant intra- 
canalicular myxoma of the breast.” 

Grossly, the tumor tends to fall apart because of 
its enormous clefts and polypoid masses. Opening 
of the clefts discloses communicating cysts from 
which tightly packed polypoid masses can be lifted 
out. These intracystic polypoid masses have been 
described as “papillary elephantiasis.”” They may 
be cone-shaped, nodular, or sessile. Between them 
and the cyst wall there may be only a thin layer of 
straw-colored fluid. The capsule of the tumor may 
be highly vascular, thin, and transparent. The 
stroma is derived from the subepithelial connective 
tissue and is usually myxomatous. The myxomatous 
changes are more pronounced within the polyps than 
in other interstitial tissues of the tumor. The tumor 
cells are often radially arranged around the blood 
vessels. The firm portions of the stroma are com- 
posed of fusiform cells resembling those of sarcoma- 
tous tissue. Inflammatory changes are often found 
in the tumors. Hyalin changes occur diffusely, and 
calcareous deposits and pigment accumulation may 
be discovered in the stroma of the neoplasm. The 
ducts of the tumor are dilated and tortuous. 

The origin of these tumors is disputed. Some be- 
lieve that the neoplasms have their primary anlagen 
in the epithelium, and others, that the marked pro- 
liferation of the pericanalicular connective tissue is 
more important. 

In the ro9 cases reviewed, the average age of the 
patients was forty-four and six-tenths years and the 
average known duration of the disease, six and 
seven-tenths years. Therefore the average age of 
onset was thirty-seven and eight-tenths years. 
Three of the patients were males. A _ history of 
trauma was given in thirteen cases. The authors 
believe that the metamorphosis of fibro-adenoma 
into cystosarcoma phyllodes is stimulated most 
frequently by repeated births and lactations. The 
average mother in the cases reviewed had 4 children. 


The 3 clinical features which distinguish the giant 
intracanalicular myxoma of the breast are the pres- 
ence of a precursory tumor and the rapid growth and 
the unusual size of the myxoma. In the cases re- 
viewed, only 4 of the patients stated that pain was 
an initial symptom. The general health remains 
good. Cachexia does not occur unless ulceration, 
infection, and hemorrhage alter the local condition. 

The tumor is usually bulky, freely movable, and 
encapsulated, and contains regions of fluctuation 
and resistance. There is no retraction of the nipple, 
and no axillary lymph nodes can be palpated. The 
weight of 19 tumors averaged 7.6 lb. In the his- 
tories of 47 of the cases reviewed, definite mention 
was made of the presence of a precursory tumor. In 
26 cases the rate of growth was very rapid. In 38, 
the tumor grew slowly for a long time and then 
exhibited a sudden exacerbation of growth. In the 
others, growth occurred at a moderate rate or was 
slow. 

The prognosis is good. Of or cases in which the 
outcome is known, a recurrence developed in only 6. 
The tumor will recur if it is incompletely removed. 
In all cases of cystosarcoma of considerable size it is 
advisable to do a complete amputation of the breast, 
including the fascia over the pectoral muscles. 

ALTON OCHSNER, M.D. 


Martindale, L.: The Treatment of Cancer of the 
Breast. Lancet, 1931, ccxx, 229. 


The author believes that the results of surgical 
operation in carcinoma of the breast can be im- , 
proved by adequate postoperative radiotherapy. 
She states that the operation for carcinoma of the 
breast has probably reached its final development, 
whereas radiotherapy is still in its early stages. 

She urges early operation while the tumor is 
still localized to the breast, with radical removal 
of the breast, fascia, pectoral muscle or muscles, fat, 
and glands. X-ray therapy should be begun not 
more than from three to seven weeks after the opera- 
tion. In all advanced cases three or four needles of 
radium should be placed along the third, fourth, 
fifth, and sixth intercostal spaces to destroy malig- 
nant cells in the internal mammary group of lymph 
glands. 

For inoperable cases, radium and X-ray treat- 
ment are indicated. ‘The production of an early 
menopause by irradiation is not practiced by the 
author. 

The success of treatment depends more upon the 
type of the case when it is first treated and the 
time between the operation and radiotherapy than 
on the type of the growth. Marked radiosensitivity 
is no criterion of the ultimate ease of cure. 

Eart O. Latimer, M.D. 
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Pfahler, G. E., and Parry, L. D.: Roentgen Therapy 


in Carcinoma of the Breast. 
XCiil, 412. 


Ann. Surg., 1931, 


This article is based on 977 cases of carcinoma of 
the breast which were treated in the period from 1902 
to 1927. Attention is called to the fact that any 
statistical study of irradiation which is made today 
must include the results of a varying and develop- 
ing technique. Moreover, a direct comparison of 
irradiation statistics with surgical statistics is dif- 
ficult because very few primary cases of carcinoma 
of the breast have been referred for irradiation treat- 
ment and recurrent carcinoma, which was the lesion 
present in a large number of the cases reviewed, is 
not included in the usual surgical statistics. 

The authors have found grading of the tumors 
according to the degree of malignancy shown by 
routine microscopic sections of no aid in the de- 
termination of the prognosis. 

Slightly over 1 per cent of the cases reviewed 
were those of males. In 76 per cent the first evidence 
of the condition was a lump or pain. The average 
duration of the symptoms before operation or irra- 
diation was sixteen and two-tenths months. Only 
69 per cent of the patients received treatment within 
twelve months after the first evidence of the disease, 
and only 1o per cent received it within one month, 

Four hundred and nineteen of the patients were 
known to have a recurrence. Of these, 64 per cent 
developed the recurrence within a year, and 30 (7 
per cent) developed it more than five years, after 
operation. Following recurrence there was an aver- 
age delay of six and six-tenths months before irradia- 
tion was begun. 

Of the entire series of 977 cases, recovery for a 
period of three years resulted in 50 per cent and 
recovery for five years in 36 per cent. The authors 
believe that with increasing knowledge of radio- 
therapy much better results may be obtained. They 
regard postoperative irradiation as of definite value, 
and believe that in the early cases without axillary 
gland involvement a five-year recovery should be 
obtained in over 87 per cent. In operable cases with 
axillary gland involvement they expect five-year 
recovery in 57 per cent. The largest group of cases 
in the series reviewed were those of recurrent and 
metastatic cancer. In these, the incidence of five- 
year recovery was 28.5 per cent when modern 
methods were used. Of the 167 cases of primary 
inoperable carcinoma, three-year recovery was ob- 
tained in 43 per cent and five-year recovery in 25 
per cent. Of 39 early cases without axillary gland 
involvement in which operation was contra-indi- 
cated, irradiation resulted in five-year recovery in 
85 per cent. Frank B. Berry, M.D. 


Lenz, M., and Freid, J. R.: Metastases to the 
Skeleton, Brain, and Spinal Cord from Cancer 
of the Breast and the Effect of Radiotherapy. 
Ann. Surg., 1931, Xciii, 278. 

One hundred and sixty-eight cases of carcinoma of 
the breast with metastases to various parts of the 
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body were studied from the time of the discovery of 
the tumor until the patient’s death. Skeletal 
metastases proved by roentgen examination or at 
autopsy occurred in 81 (48 per cent), brain metas- 
tases in 15 per cent, and spinal cord involvement in 
8.7 per cent. Of the 85 cases with metastases to the 
skeleton and central nervous system, the condition 
was verified by histological examination in 67. In 
32, a postmortem examination was made. Sixty 
cases were graded according to the histological 
evidence of malignancy into 3 groups, those of Grade 
1 being the least malignant and those of Grade 3 the 
most malignant. 

The average interval between the discovery of the 
tumor and the onset of skeletal metastasis was forty- 
six and five-tenths months in the cases of Grade 1, 
twenty-nine and one-tenth months in those of Grade 
2, and ten months in those of Grade 3. The survival 
period after the discovery of the tumor was fifty and 
two-tenths months in the cases of Grade 1, twenty- 
three and five-tenths months in those of Grade 2, 
and seventeen and three-tenths months in those of 
Grade 3. Age apparently had no effect upon the 
survival period. In most of the cases the condition 
occurred in the fifth decade of life. 

The clinical evidences of skeletal metastases were 
pain and localized tenderness over the bone in- 
volved. Pain was the earliest symptom in 75 per cent 
of the cases. The interval between the onset of pain 
and the appearance of definite roentgen evidence of 
skeletal metastasis varied from a few weeks to a 
year. 

Of the 45 cases of metastasis occurring in the pre- 
terminal stage of the disease, the skeleton was the 
primary localization in 82 per cent. However, the 
metastases remained limited to the skeleton in only 
16 per cent. Mentioned in order of decreasing fre- 
quency of involvement, the parts of the skeleton 
most frequently involved by metastases were the 
lumbosacral spine, femur, pelvis, dorsal spine, skull, 
ribs, scapula, and humerus. Pathological fracture 
was a late manifestation and occurred in 26 per cent 
of the cases. 

Irradiation with the X-rays and radium was of 
value in the control of the pain. It caused a diminu- 
tion and at times a temporary regression of the 
clinical and X-ray signs of skeletal metastases. 
Clinical improvement began from twenty-four to 
forty-eight hours after the first treatment and lasted 
for from a few weeks to three years. 

Clinical signs suggesting metastases to the central! 
nervous system occurred in 21 per cent of the 168 
cases and were usually a terminal manifestation. In 
more than half of these cases there were associated 
metastases in the skull, and in all of the cases of 
spinal cord involvement there were metastases in the 
corresponding vertebrz. Frank B. Berry, M.D. 


Schreiner, B. F.: The Results of Treatment of 
Cancer of the Breast. Ann. Surg., 1931, xciii, 269. 


Surgeons and radiologists have come to consider 
cancer of the breast as one of the conditions in which 
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it is most difficult to determine the prognosis. After a 
period of from one to ten years dissemination of the 
original tumor along the second, third, and fourth 
intercostal spaces near the sternum, mediastinal and 
pleural involvement, or metastasis to the bones is 
often found. 

Schreiner is inclined to believe that the word 
“cure” as applied to malignant disease should be 
replaced by the words “‘clinically well.” 

Considerable confusion exists as to the inter- 
pretation of the results of treatment. For clarity, 
therefore, Schreiner divides the 480 cases he reviews 
into 283 cases of primary carcinoma and 197 cases of 
postoperative recurrent carcinoma. He then divides 
the cases of primary tumor into 3 groups: Group 1, 
those of localized cancer; Group 2, those with in- 
volvement of the skin and axillary lymphatics; and 
Group 3, those with widespread metastases. The 
cases of recurrent carcinoma he divides into 2 
groups: Group 1, those of local recurrence, and 
Group 2, those with disseminated metastases. 

Of the 283 patients treated for primary cancer, 45 
(16 per cent) have been clinically well for five years 
or longer. These include 30 (58 per cent) of the 52 
with primary tumors of Group 1 who were treated 
by the Meyer radical operation and irradiation, 4 
(21 per cent) of the 19 with primary tumors of Group 
t who were treated by irradiation alone, 10 (19 per 
cent) of the 53 with primary tumors of Group 2 who 
were treated by operation and irradiation, and 1 
(1.2 per cent) of the 79 with primary tumors of 
Group 2 who were treated by irradiation alone. 
None of the patients with primary tumors in Group 
3 or recurrent tumors of Groups 1 or 2 who were 
treated by irradiation alone has remained clinically 
well for five years. 

Schreiner is convinced that irradiation is of dis- 
tinct value to retard the growth of the cancer, 
relieve the pain, and prolong life. 

ALTON OCHSNER, M.D. 


TRACHER, LUNGS, AND PLEURA 


Jacobaeus, H. C., and Westermark, N.: A Further 
Study of Massive Collapse of the Lung. Acta 
radiol., 1930, Xi, 547. 

The authors have observed collapse of the lungs 
in the following conditions: 

1. Hamoptysis. Massive collapse of the lung 
occurred in four of twenty-five cases seen in the 
course of three years. In these four cases there were 
extensive hemorrhages and a short history. 

2. Recurrent bronchitis. Acute collapse of the 
lungs occurred as an independent condition in two 
cases of recurrent bronchitis and resembled post- 
operative collapse. 

3. Bronchostenosis and bronchiectasis of un- 
known origin. Chronic collapse occurred with only 
slight signs and symptoms in a case in which these 
conditions were found. 

4. Bronchiectasis. Collapse of the lung occurred 
in three cases of bronchiectasis. The bronchial 
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dilatations became aggravated in a short time and 
the condition showed signs of progression. The 
authors attribute the changes to infection and the 
markedly increased negative intrapleural pressure 
associated with the pulmonary collapse, which in 
two cases reached —30 and —4o cm. of water. They 
noted pronounced broncho-amphoric breathing over 
the collapsed areas. They explain this phenomenon 
by assuming that certain iarger bronchi were open 
while distal bronchial branches were to a large extent 
occluded by inflammatory changes. In support of 
this theory they cite pathologico-anatomical obser- 
vations and the findings of roentgenological and 
bronchoscopic examinations. 

5. Chronic pulmonary tuberculosis without ham- 
optysis. Collapse of the lung occurred in five cases 
of this type. Contrary to the findings of others, 
the observations in these cases seemed to indicate a 
deleterious effect of the collapse on the cavities. 
The authors believe that the markedly increased 
negative pressure was an important factor. 

6. Lung tumor. Partial lobar collapse occurred 
in five cases. Whether the tumors were in an upper 
or a lower lobe, the free exudate, if any was present, 
extended from a medial point above to a lateral 
point below. The authors attribute the changes to 
the change in the pressure produced by the collapse 
of the lung. 


Gianotti, M., and Ceruti, G.: The Action of Phren- 
ico-Exeresis on the Respiratory Exchange 
(Azione della frenicoexeresi sul ricambio respira- 
torio). Arch. ital. di chir., 1930, xxvii, 743. 

The authors briefly review the literature on the 
changes following phrenicotomy, phrenico-exeresis, 
and pneumothorax and report the results of a series 
of experiments on dogs with regard to the changes 
in the respiratory metabolism following phrenico- 
exeresis. 

Three weeks after unilateral or bilateral phrenico- 
exeresis there was a diminution in the amount of 
pulmonary ventilation, the consumption of oxygen, 
and the energy requirement. This was most marked 
when the operation was bilateral. Studies immedi- 
ately after the phrenico-exeresis demonstrated that 
the changes appeared within a few hours. Pneumo- 
thorax was followed by an increase in metabolism 
in the first few hours. Peter A. Rost, M.D. 


Freedman, E.: The Roentgenological Appearance 
of Interlobar and Mediastinal Encapsulated 
Effusion in the Thorax. Radiology, 1931, xvi, 14. 

Encapsulated effusions may be divided according 
to their etiology into five groups: (1) those due to 
parapneumonic or metapneumonic blood-stream in- 
fection, (2) those due to lymph-stream infection, 

(3) those due to tuberculous infection, (4) those 

due to infection from chest wounds, and (5) those 

due to cardiac incompetence. 

Interlobar effusions are characterized by sharply 
defined band-shaped, wedge-shaped, or circular 
shadows in the region of the interlobar septa. They 
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must be differentiated from lobar and marginal 
pneumonia, localized and well-circumscribed caseous 
consolidations, and bronchial carcinoma. In the 
presence of pneumonia the only roentgenological sign 
of an interlobar effusion is bulging of the interlobar 
fissure seen in the lateral view. 

Mediastinal pleural effusions are characterized by 
band-shaped, wedge-shaped, or triangular shadows 
parallel with the vertebral column or the cardiac 
silhouette. They must be differentiated from peri- 
cardial effusions, aortic aneurisms, paravertebral 
abscesses, and mediastinal tumors. In the diagnosis 
of both interlobar and mediastinal pleural effusions, 
bronchography is a valuable aid. 

Wicpur BarLey, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Macmillan, A. S.: Diseases of the sophagus. 
New England J. Med., 1931, cciv, 104. 

By the use of the X-ray and a heavy barium paste 
it is possible to localize cesophageal lesions, visualize 
the pattern of the obstruction, and observe and 
study the function of the cesophagus. The accuracy 
and absolute safety of this procedure make it the 
method of choice. In the past seven years, 921 
patients have been thus examined at the Massa- 
chusetts Eye and Ear Infirmary to determine the 
cause of difficulty in swallowing. Of 654 cases with 
positive findings, the lesion was in the upper third of 
the cesophagus in over one-half, in the middle third 
in two-tenths, and in the lower third in three-tenths. 

Of 384 cases in which a foreign body was sus- 
pected, a foreign body was found in 117. The objects 
included chicken bones, fish bones, open safety pins, 
a variety of small lead toys, and pieces of wood and 
glass. The effort of the patient to push a foreign 
body along by swallowing solid food is seldom suc- 
cessful and only increases the trauma. Water does 
no harm and may wash the foreign body down, but 
if it fails to do so, eesophagoscopic removal is neces- 
sary. There is an unfortunate tendency among 
physicians to pass a bougie or bristle probe to dis- 
lodge foreign bodies in the cesophagus. The result 
of this procedure is often a perforation of the cesoph- 
agus, a false passage through the mediastinum into 
the abdomen with a rapidly fatal mediastinitis. 
After perforation, X-ray examination reveals a 
marked increase in the swelling of the soft tissues 
and the presence of air or gas in the pericesophageal 
spaces. In the cases reviewed there were a number 
of perforations due to safety pins. 

Of 534 cases of intrinsic lesions of the oesophagus, 
cancer was responsible in 45 per cent. In the major- 
ity of cases of cancer the initial complaint was ob- 
struction of short duration, yet on first examination 
the lesion was so extensive that surgical removal 
was impossible and gastrostomy was usually advised. 

In 15 per cent of the cases reviewed the lesion was 
a non-malignant stricture due to a web of mucous 
membrane. Such webs may be congenital or may 
develop after the healing of an ulteration or a trau- 
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matism of the mucosa. They invariably occur at the 
level of the episternal notch and are usually very 
delicate. They require close examination for their 
discovery with the fluoroscope and may be missed 
when they are ruptured by the passage of an 
cesophagoscope with an obturator. The dysphagia 
is severe. As the lesion occurs so high, there is no 
dilatation of the cesophagus above it and food is apt 
to overflow into the trachea, causing very severe fits 
of coughing. Eating therefore becomes a dreaded 
ordeal. After dilatation, the symptoms disappear. 

Strictures resulting from trauma or ulceration 
cause a stenosis involving from 2 to 3 cm. of the 
cesophagus. On X-ray examination they usually 
appear smooth in contour. On account of scar- 
tissue formation in the cesophageal wall and around 
it, they do not dilate readily. 

Acute spasm at the entrance of the oesophagus 
was found in thirteen of the cases reviewed. Such 
spasms usually occur in persons in the fifth or sixth 
decade of life. The subjects are not hysterical and 
give no previous history of dysphagia. Inability to 
swallow even water comes on suddenly and lasts for 
two or three days, function then gradually returning 
to normal. Fluoroscopic examination shows com- 
plete obstruction at the entrance of the cesophagus. 
The barium fills the pyriform sinuses and overflows 
into the trachea. There is no evidence of paralysis 
of the muscles of deglutition. 

In none of the cases reviewed were syphilitic or 
tuberculous lesions observed. 

Ulcers occur as a rule in the lower part of the 
cesophagus and are usually associated with marked 
spasm. 

““Cardiospasm” is a blanket term applied to a 
number of non-malignant lesions producing ob- 
struction at the lower end of the cesophagus. Such 
lesions were found in 20 per cent of the benign cases 
reviewed. The clinical history is one of cesophageal 
obstruction for many years, often starting in the 
third decade of life. X-ray examination shows a 
dilated and elongated cesophagus which is invariably 
rotated to the right and twisted at the lower end. 

Tumors causing obstruction by external pressure 
were found in twenty cases. In the majority, the 
site of the tumor was the thyroid. No intrinsic be- 
nign tumors were discovered. 

Burns causing string-like stenoses were found in 
thirty-one cases. In the majority they were dis- 
covered at the level of the aortic arch where there 
is a normal constriction of the cesophagus in the 
form of a definite indentation of the anterior wall. 

Paralysis of the muscles of deglutition has a 
characteristic picture. An account of the patient’s 
inability to form the bolus on the tongue, the 
barium spills over the side instead of remaining on 
the dorsum. The patient lifts his head up to allow 
the barium to drop by gravity instead of giving it a 
push with his tongue. Instead of a motion picture, 
one sees a “‘still,” the pyriform sinuses are filled, the 
cesophagus is closed, and some of the barium in- 
variably escapes into the trachea. 
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Paralysis of the oesophagus itself or of the dia- 
phragm causing obstruction was not noted in the cases 
reviewed. 

Pouches of the cesophagus of the two common 
types were observed. Pulsion diverticula occur on 
the posterior wall just below the cricoid level at the 
anatomically weak point. Traction diverticula are 
found in the middle third of the oesophagus. 

Maurice Meyers, M.D. 


Guisez, J.: Several Cases of Cancer of the (@sopha- 
gus Treated Successfully with Radium (Plu- 
sieurs cas de cancers de l’oesophage traités avec 
succés par la radiumthérapie). Bull. ef mém. Soc. d. 
chirurgiens de Par., 1930, xxii, 751. 

The author reports twenty-four cases of cancer of 
the oesophagus which were treated successfully with 
radium. In all, there was complete dysphagia. 
Fourteen of the patients are still well after four or 
five years. In the ten cases treated in 1928, 1929, 
and the beginning of 1930, all disturbance of deglu- 
tition has disappeared. In several patients who were 
gastrostomized the gastric opening definitely closed. 
Radium treatment is efficacious only when the epi- 
thelioma has not passed the limits of the ccsophageal 
wall. Very marked adenopathy and recurrent nerve 
paralysis are contra-indications. 

The lesion is rarely discovered at its beginning. 
Particularly in the aged, cancer of the cesophagus is 
a painless cancer of slow progress which has little 
tendency to invade other tissues and does not be- 
come generalized for a long time. In some forms it 
has practically no effect on the general condition. 

Before treatment is undertaken the diagnosis 
should be as exact as possible. (sophagoscopy is 
the best means of diagnosis. A budding or ulcerous 
lesion on an infiltrated immobile wall which bleeds 
at the least contact with the cotton-wrapped probe 
is always cancer. The most favorable cases for ra- 
dium therapy are those of cancer of the middle third 
of the cesophagus, which is a basal-cell epithelioma. 

In the first treatments, the radium is put in place 
under the control of the cesophagoscope. Then, the 
stenotic area being dilated, the sound carrying the 
radium slips down very easily so that the radium can 
be placed exactly opposite the tumor. 

The author uses a non-metallic sound in which are 
placed the Dominici tubes with a platinum sheath 
of 1% mm. A sufficient number must be used to 
irradiate the tumor throughout its extent. Treat- 
ment is given for five or six hours every day for at 
least fifteen days with an occasional interval of one 
or two days of rest if necessary. It is neither dan- 
gerous nor painful. In the first treatments, there 
may be excessive salivation and some nausea, but on 
the whole the sound is well tolerated. A sensation of 
burning after a few treatments can be easily soothed 
with alkaline solutions. 

Even when the treatment is only palliative it 
gives the patient the illusion of cure because he 
again becomes able to swallow semiliquid food. 

PACE. 
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Bittner, K.: The Surgical Treatment of Chest In- 
juries (Die chirurgische Behandlung der Brustver- 
letzungen). Gydgydszat, 1930, i, 480. 

The author reviewed 415 cases of chest injuries 
which were treated at the St. Roche Hospital. He 
compared war and civil gunshot injuries of the chest, 
and found that those of peace times are definitely 
more benign, but the complications and mortality 
are very similar. The prognosis in thoracic injuries 
is rather poor, although at the outset it does not 
seem so unfavorable. There are usually 3 outstand- 
ing features: 

1. The profound depression of the patient which 
gives the impression that he is dying. This is similar 
to that observed in patients with concussion of the 
brain. However, it disappears in a few hours. 

2. Associated involvement of the abdomen. This 
is frequent, but is seldom mentioned in the literature. 
The disease picture simulates that of an abdominal 
catastrophe. The abdomen is retracted and rigid, 
and the passage of feces and flatus ceases. Abdom- 
inal injury can be ruled out only by constant obser- 
vation. The manifestations improve in a short time. 

3. A higher mortality in the first twenty-four 
hours than later. Blunt trauma to the chest may 
produce shock which masks the injuries that are 
present. Sometimes retlex cardiac death occurs. 
These cases are called concussions of the chest. 

Similar symptoms, to which may be added hamor- 
rhage from the mucous membranes of the head and 
neck, are caused by compression of the thorax. 
Contusion of the chest may also produce these 
symptoms, but the picture may be complicated by 
injury to the thoracic organs, such as rupture of the 
heart or lungs. Pneumonia is a frequent complica- 
tion, while lung cedema and dry pleurisy are less 
common. Complications occur frequently. 

Injury to the chest wall brings all of the thoracic 
organs into causal relationship. Rib fractures are 
considered minor injuries because the numerous 
complications which in 20 per cent of the cases 
cause death are not taken into account. It is cus- 
tomary to immobilize such fractures with adhesive 
strips. The author considers this procedure incor- 
rect because the pain and restricted breathing may 
result in inadequate pulmonary ventilation and 
pneumonia. In his opinion, it is better to inject 
novocain between the fracture fragments to relieve 
the pain and assure good ventilation of the lungs. 
In hemorrhage, when there is no immediate danger, 
an expectant attitude is proper. This is true also in 
subcutaneous emphysema if the condition does not 
spread too rapidly. When it spreads quickly, as- 
pirating needles should be inserted to evacuate the 
air. The author believes abdominal symptoms are 
caused by the sympathetic nerves. 

Bittner has seen 126 cases of chest injury from 
stab and knife wounds. In a large number of them 
the wound was due to attempted suicide. ‘The treat- 
ment depended on whether the heart was injured or 





522 


not. If a cardiac injury was present, it was usually 
fatal, particularly if the coronary arteries were 
damaged. If not, the patient could possibly be 
saved by surgery. Surgical intervention was neces- 
sary if the internal mammary artery was injured. 
The wound was exposed and the vessel ligated. 
Needle injuries required no intervention; complica- 
tions were rare. In hemorrhage, the treatment was 
conservative, consisting in the use of ice bags, cal- 
cium, horse serum, and gelatin. Abdominal in- 
juries were also observed; in these cases surgery was 
employed. If the wound in the diaphragm was large 
it was repaired through the chest, whereas if it was 
small it was repaired through the abdomen. The 
greatest danger of the abdominal injury was sup- 
purative peritonitis. 

Gunshot injuries are associated with the greatest 
dangers and most frequent complications, and carry 
a mortality of 50 per cent. The injured person falls 
immediately and loses consciousness. Three dis- 
tinct layers of injury were found: the immediately 
damaged tissue, the indirect contusion, and the 
molecular concussion. Foreign body infection and 
hemorrhage may appear after a time. The dangers 
of gunshot injuries of the chest are increased by 
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pneumothorax and aneurism formation. Pneumo- 
thorax and its sequela are the most frequent com- 
plications of these injuries. If the patient survives 
the reflex disturbances, he usually dies of the se- 
quel. In such cases the patient was treated sur- 
gically as long as there was hope of saving him. In 
all other cases he was treated conservatively with 
absolute bed rest, sedatives, morphine, ice, etc. He 
was put up on pillows, and alcohol and oxygen were 
administered. If complications developed, they 
were treated by the methods mentioned. If suppura- 
tion occurred, rib resection was done. 

In judging gunshot injuries it is important to 
know whether or not the missile is still in the thorax. 
The mortality of perforating injuries is double that 
of penetrating injuries. In determinations of dis- 
ability for insurance it is important to decide 
whether the injury may lead to tuberculosis. Many 
claim that the injury reduces the resistance of the 
lung tissue and therefore, if not the cause, it is at 
least a factor predisposing to tuberculous infection. 
This possibility cannot be disregarded. Therefore 
treatment depends upon the careful evaluation of 
the case. Conservative results are generally satis- 
factory. Von LopMaveEr (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Meleney, F. L., Harvey, H. D., and Jern, H. Z.: 
Peritonitis: I. The Correlation of the Bac- 
teriology of the Peritoneal Exudate and the 
Clinical Course of the Disease in 106 Cases of 
Peritonitis. Arch. Surg., 1931, xxii, 1. 


The great majority of patients with peritonitis 
who come to a general hospital have lesions of the 
appendix. If the inflammation is limited in extent, 
the peritoneal exudate yields very few organisms on 
smear or culture. 

If the appendix has not perforated, the disease is 
usually not fatal; whether the appendix is gangre- 
nous or simply inflamed, the course is mild and the 
patient is able to return to his home after about two 
weeks. 

If the appendix has perforated the inflammation is 
frequently extensive; the peritoneal exudate is pro- 
fuse and yields a great number of bacteria of several 
different species. The disease is frequently fatal, the 
course is stormy, and the patient who survives must 
stay in the hospital about twice as long as if per- 
foration had not occurred. 

In gangrene of the appendix, examination of the 
peritoneal fluid yields no evidence that the spore- 
forming anaérobic bacteria, either pathogenic or non- 
pathogenic, are particularly active. Of 30 cases in 
which perforation of the appendix had taken place, 
clostridium welchii was found in only 12 (40 per 
cent) whereas bacillus coli was found in all. Of 9 
cases of gangrene of the appendix without per- 
foration, clostridium welchii was found in none. Of 6 
fatal cases of perforative appendicitis, clostridium 
welchii was found in only 2 (33 per cent), its in- 
cidence in this group being lower than its incidence 
in the whole group of cases of perforative appendi- 
citis. If the cases of perforative appendicitis are 
included with those of other gangrenous lesions of 
the appendix it is found that the anaérobes were 
present in practically the same percentage as in the 
cases without gangrene. 

Perforative lesions of the small intestine prompt- 
ly caused severe symptoms. There was usually 
extensive tenderness over the abdomen without 
distention. ‘Total white blood-cell counts were fre- 
quently low and showed a relatively high percent- 
age of polymorphonuclears. In perforations of the 
upper intestinal tract organisms were not usually 
seen on smear and in early cases no growth was 
obtained on culture. Perforation of the lower part 
of the small intestine was invariably fatal. After 
such a perforation the peritoneal exudate was 
usually profuse and turbid, showed many organisms, 
and yielded a bacterial growth. In non-perforative 
lesions of the small intestine the severe symptoms 


were due as a rule to intestinal obstruction with or 
without gangrene of the intestine. Bacteria were 
usually found on culture of the peritoneal exudate, 
but smears indicated that they were not numerous, 
and in most of the cases recovery resulted. 

In cases of perforative lesions of the large in- 
testine the symptoms developed more slowly, and 
although these lesions occurred in older persons and 
more bacteria were found in both the smears and the 
cultures, including clostridium welchii which was 
present invariably, the large majority of the patients 
recovered. 

Perforative lesions of the gall bladder were always 
fatal. Bile irritation seems to be a potent factor. 
Several investigators have reported that even sterile 
bile will cause peritonitis which may be followed 
by the appearance of organisms in the peritoneal 
exudate. 

In three-fifths of the cases coming to the hospital 
within twenty-four hours after the onset of symp- 
toms, the lesion was local, the symptoms were mild, 
the peritoneal exudate was not profuse, and organ- 
isms were rarely seen in smears or obtained in cul- 
tures. Diffuse peritoneal inflammation was rarely 
found ia cases with symptoms of less than twelve 
hours’ duration, but was usual in cases in which the 
symptoms had been present longer. In cases of 
diffuse peritonitis the condition was more severe, the 
peritoneal fluid was profuse, and usually many 
organisms were seen in smears and obtained on cul- 
ture. Complications were frequent, and a third of 
the patients died. When abscesses had formed the 
history was usually of long duration although the 
symptoms were only moderately severe, and there 
was much thick fluid which by both smears and cul- 
tures was found to contain many organisms. The 
mortality was just half that of the cases of diffuse 
peritonitis. The 3 most common organisms, namely, 
the bacillus coli, the green-producing streptococcus, 
and the clostridium welchii, were more numerous in 
the cases of diffuse peritonitis than in those of local 
peritonitis and most numerous in the cases with 
abscess. Nevertheless, the mortality was lower in 
the cases with abscess than in those of diffuse 
peritonitis. 

Smears of the peritoneal fluid made at the time of 
operation and compared with cultures seemed to 
be of prognostic importance. In every instance in 
which smears showed no organisms and cultures 
yielded no growth and in every instance in which 
fewer species appeared in cultures than were seen 
in the smears, recovery resulted. These observations 
therefore warrant a favorable prognosis. When 
more kinds of organisms appeared on culture than 
were seen in the smears, more than one-fifth of the 
patients died. When all of the forms seen in the 


523 








524 


smears grew out, the mortality was still higher, 
death resulting in more than one-fourth of the cases. 
The last two conditions therefore warrant a guarded 
prognosis. 

When cases of peritonitis were divided into groups 
according to the number of bacteria appearing in 
the peritoneal exudate, it was found that 35 cases 
yielded no organisms, 11 yielded 1, 14 yielded 2, 15 
vielded 3, 19 yielded 4, 9 yielded 5, and 3 yielded 6 
species. In the great majority of the cases in which 
there was no growth in cultures the disease was 
limited to the focus of infection. When viable 
organisms were present there was usually an acute 
diffuse peritonitis. Certain symptoms and signs 
showed a steady increase in severity corresponding 
to the number of species present. Others were more 
severe in the group with from 1 to 3 species than in 
the group with from 4 to 6. This suggests that cer- 
tain species are inert or that protagonistic effects are 
produced by one bacterial species on another in the 
production of certain symptoms and antagonistic 
effects in the production of other symptoms. 

There were 3 outstanding bacterial species in this 
series of peritoneal exudates. Non-hemolytic ba- 
cillus coli was present in 87 per cent of the cases in 
which bacteria were found, green-producing strepto- 
coccus in 49 per cent, and clostridium welchii in 38 
per cent. 

Peritonitis was usually a polymicrobic disease. In 
only 11 of the 71 cases that yielded growth was a 
single species found. Therefore it was virtually im- 
possible to evaluate the réle played by each one. Any 
grouping to bring out a single factor was nullified 
by the presence of many common factors. The dis- 
ease was worse when more than one organism was 
present. All of the evidence seems to show that 
clostridium welchii and the other spore-forming 
anaérobes as well as the anaérobic streptococci and 
diphtheroid bacilli do not appreciably increase the 
severity of the disease or the chance of a fatal out- 
come. 

In the cases of acute local peritonitis there were no 
deaths. Of the cases of diffuse peritonitis, a third 
were fatal, and of the cases of abscess, a sixth were 
fatal. 

Every perforation of the ileum was fatal, but 
only 1 of 5 of the perforations of the colon. Only 1 
patient with a single infecting organism died. Inthe 
fatal case the organism was a hemolytic strep- 
tococcus. 

When from 4 to 6 species of organisms were 
present the mortality was almost identical with that 
in the cases with from 1 to 3 species. 

A third of the patients were under twenty years of 
age, but none of this group died. Of 30 between 
twenty and forty years of age, only 3 died. After 
the fortieth year the mortality increased with age. 

Variations in the outcome in patients of the same 
age who seemed to have practically identical path- 
ological and bacteriological conditions indicate that 
individual resistance to peritoneal infection is im- 
portant. Howarp A. McKnicut, M.D. 
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Rewbridge, A. G.: The Etiological Réle of Gas- 
Forming Bacilli in Experimental Bile Peritoni- 
tis. Surg., Gynec. & Obst., 1931, lii, 205. 

The author investigated the cause of death in bile 
peritonitis by carrying out experiments on dogs. 
As a peritonitis identical with bile peritonitis was 
produced by the bacillus welchii, he concludes that 
bile peritonitis in dogs is caused by infection. He 
believes that the bacillus welchii invades the peri 
toneal cavity as a result of permeability produced b\ 
the local action of the bile salts in the peritonea!| 
cavity. M. HERBERT BarKER, M.D. 


GASTRO-INTESTINAL TRACT 


Comfort, M. W.: Submucous Lipomata of the 
Gastro-Intestinal Tract; A Report of Twenty- 
Eight Cases. Surg., Gynec. & Obst., 1931, lii, 101. 


Lipomata of the gastro-intestinal tract are divided 
anatomically into 2 main groups, the submucous 
and the subserous. A small number are both sub 
mucous and subserous. The submucous variety are 
more common than the subserous. 

The author reports from the records of the Mayo 
Clinic 3 submucous lipomata of the colon which 
produced symptoms and were removed surgically 
and 25 which did not produce symptoms and were 
found incidentally at operation or autopsy. In ad 
dition they abstract the reports of 68 such tumors 
reported in the literature. These tumors, together 
with 85 reported by Stetten and by White and Judd, 
make a total of 181. One hundred and fourteen of 
the 181 caused symptoms. 

Submucous lipomata form one of the more im- 
portant subgroups of benign gastro-intestinal neo- 
plasms. Clinically, they rank in frequency with 
myomata. They are less common than adenomatous 
polyps and more common than tumors of other types 
in the small and large bowel. In the stomach they 
are apparently among the least common of benign 
neoplasms. 

They seem to occur most frequently in the 
stomach, the duodenum, the lower part of the ileum, 
the cecum, and the ascending colon, and twice as 
commonly in the large intestine than the small 
intestine. 

They may be single or multiple, sessile or pedun- 
culated, and may occur in association with lipomata 
of the subserous variety. They are equally common 
in males and females. 

The symptoms are those of irregularity in the 
force and rhythm of peristalsis, obstruction of th« 
stomach, especially at the pylorus, and of the small 
and large bowel, intussusception, and ulceration 
incidental to the circulatory changes caused by) 
pressure and intussusception or external trauma. 

Before operation it is usually possible to deter 
mine only the presence of a benign tumor. A definite 
diagnosis of lipoma can be made only when the 
neoplasm can be seen through the proctoscope or has 
prolapsed externally or when biopsy can be done on 
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a lipoma of the rectum or attached to the apex of 
an area of intussusception which prolapses into the 
rectum. 


Martini, T., and Curutchet, R. E.: ‘‘Leiasthenia”’ 
of the Stomach; First Results of Its Treatment 
by Gastrotonometry (La leiastenia del est6mago; 
su tratamiento por la gastrotonometria; nuestros 
primeros resultados). Semana méd., 1930, Xxxvii, 
1954. 

Martini‘and Curutchet, having made daily use of 
gastrotonometry for two years, have collected forty- 
four cases (some with hypotonia, others with true 
gastric atony, and all complicated by second- or 
third-grade dolichogastry) in which the course of 
treatment was completed. They conclude from the 
results obtained in these cases that gastrotonometry 
is the most effective procedure for the treatment of 
primary atony of the stomach. They say, “Every 
doctor should be familiar with its technique and 
should apply it whenever he is dealing with a gastric 
atony which is resistant to ordinary treatment.” 

In 90 per cent of the cases of atony, particularly 
atony of the stomach, the condition is a reflex of a 
general “‘leiasthenia,” an asthenia of the smooth 
muscle fibers. Gastrotonometry acts not only to 
relieve the symptoms, but also to stimulate the 
smooth musculature. It constitutes a new method 
of diagnosis, prognosis, and treatment of alterations 
of the motor function of the stomach. 

Martini and Curutchet have studied directly 
under Gaultier, of Paris, and use Gaultier’s gastro- 
tonometry technique and instrumentation with 
slight modifications. The therapeutic effects of the 
method are produced by a mechanical or physical 
action and by a chemical action. The mechanical 
action consists of massage of the gastric wall by the 
insufflation and subsequent exsufflation of gas. This 
energizes the smooth muscle fibers, thereby causing 
an increase in gastric peristole and peristalsis. The 
chemical action is evident in cases of simple atony 
and even in those of vertical dilatation or enlarge- 
ment of the stomach, the oxygen apparently acting 
as a specific chemical excitant of the musculature. 
In cases of gastric hypertonia, gastralgia, and cer- 
tain dyspepsias, the insufflated carbon dioxide acts 
in the same way as gaseous potions. The mechanical 
effect, however, seems to be of chief importance 
because similar results are obtained by using air 
alone, although not so quickly as with pure oxygen. 
The course of treatment (lasting from two to three 
months) may be given by the ambulatory or com- 
bined method. It is entirely harmless. Its only 
contra-indications are ulcerous and neoplastic le- 
sions of the stomach. 

In all of the cases of gastric atony treated by the 
authors there was a rapid and continuous increase 
in the appetite which coincided with the increase in 
gastric tonicity. The patients were cured or mark- 
edly benefited although they did not gain weight. 
Anorexia disappeared in 70 per cent of the cases 
reviewed. This method obviates the use of bandages 
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which are so troublesome to the patient. It failed in 
only three (about 7 per cent) of the cases reviewed. 
In two cases in which the results were doubtful 
most of the disturbances were corrected. One of the 
patients who was not benefited by the treatment 
presented the Elsner syndrome, and another was 
suffering from congenital Glenard-Lane disease with 
a pseudo-ulcerous syndrome. In some of the cases 
recovery was confirmed eight, twelve, and fourteen 
months after termination of the treatment. 
MARGUERITE P. SLOAN. 


Renander, A.: Roentgenologically Studied Cases of 
Gastric Tuberculosis (Kinige roentgenologisch 
beobachtete Faelle von Magentuberkulose). Acta 
radiol., 1930, Xi, 636. 


Though pulmonary tuberculosis and tuberculosis 
of the intestine are very frequent, tuberculosis of 
the stomach is very rare. Local tuberculosis of the 
stomach is usually of the ulcerous or the hyper- 
trophic type. Poncet has described also an acute, 
inflammatory form. As a rule the localization is 
in the canalis ventriculis. Complications in the 
form of hemorrhages and perforations are rare. 
The symptoms are not characteristic. The prog- 
nosis is serious. 

The author has seen three cases of clinically 
primary tuberculosis of the stomach. In two of 
them, however, roentgen examination disclosed old, 
completely healed pulmonary foci. In one case, the 
process was localized in the body of the stomach, 
and in two cases in the canalis ventriculis. In two 
cases the diagnosis was verified by microscopic 
examination. In one case a mesenteric gland was 
found. The symptoms were not characteristic. In 
two cases resection was done, and in one case, 
gastro-enterostomy. 


Eusterman, G. B.: Gastric Syphilis: Observations 
Based on Ninety-Three Cases. J. Am. M. Ass., 
1931, XCVi, 173. 

Most of the patients whose cases are reviewed by 
the author were between the second and fourth 
decades of life. The average age was about thirty-six 
years. The gastric disturbances were usually marked 
and progressive, with an average duration of two 
years. The symptoms depended in large measure on 
the site and extent of the lesion and the complica- 
tions. Achlorhydria or subacidity, especially the 
former, was the rule. A palpable mass, retention, 
nausea, anorexia, anemia, cachexia, gross haemor- 
rhage, and occult bleeding were infrequent, in con- 
trast to their incidence in carcinoma, a disease in 
which the laboratory data usually simulate those 
of gastric syphilis. The roentgenological manifesta- 
tions, although not pathognomonic, were those of 
circumscribed or diffuse involvement of the gastric 
wall rather than of intrusion into the lumen by a 
growth, which produced contraction of a variable 
degree, stiffening, a decrease of mobility, and absence 
of peristalsis. As a rule the pylorus was gaping; less 
frequently, it was obstructed. The diagnosis was 
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often inferential because of the frequent absence of 
a palpable mass corresponding to the position of a 
filling defect, and because of the disproportion be- 
tween the patient’s general condition and the extent 
of the gastric involvement as revealed by roent- 
genoscopic examination. 

Four of the ninety-three patients observed at the 
Mayo Clinic were adults with stigmata of heredo- 
syphilis. One patient was a negro. Twenty-eight 
of the ninety-three patients were subjected to sur- 
gical exploration and to operation of one kind or 
another. Resected specimens were obtained in four- 
teen clinically authentic or probable cases. Biopsy 
specimens, several of them not satisfactory, were ob- 
tained in five others. All of the patients were traced 
for at least two years, and some as long as seventeen 
years. The patients who were not operated on were 
found to be living after an average period of four 
years and eleven months. 

Sixty-five of the ninety-three patients were men 
and twenty-eight were women. The ages of 88 per 
cent of the total number ranged between twenty- 
nine and forty-eight years. About half of the total 
number were in the third decade of life. Almost two- 
thirds stated that epigastric pain or discomfort had 
come on immediately after eating. An increase in 
the solidity or amount of food or fluids caused a pro- 
portionate increase in the discomfort. A feature 
common to all cases was the progressively severe 
nature of the clinical course. By the time they came 
under observation the majority of the patients were 
in a state of partial or advanced starvation and were 
taking only liquid nourishment and in reduced 
amounts. In the advanced stage the syndrome was 
usually that of a stomach greatly reduced in capac- 
ity, such as the stomach seen in linitis plastica. 

The second group of cases was classified as of the 
pseudo-cancer type. In this type the symptoms were 
of gradual onset. At the outset the discomfort was 
mild and began about half an hour after meals. 
Relief from food or alkalies was inconstant, incom- 
plete, or absent. 

The third group of cases was classified as of the 
ulcer type. In this group the ‘‘pain-food-ease” 
sequence seen in ulcer was outstanding throughout 
all or part of the duration of the complaint, although 
the sequence was not as regular or complete as in 
duodenal ulcer. Pyloric lesions with or without 
retention and the occasional more circumscribed 
lesion elsewhere in the stomach usually gave rise to 
this type of subjective complaint. 

There were only five trustworthy instances of 
bleeding in the series. In two of these, there was 
definite evidence of associated hepar lobatum, and 
in the others, undoubtedly, syphilitic changes in 
the liver had taken place as is the rule. In only four- 
teen cases was anemia present. This was of the 
secondary type and usually was not marked. Pella- 
gra developed in two cases; neither of the patients 
resided in the pellagrous belt. In twenty-two cases 
there was gross retention of gastric contents, usu- 
ally the result of obstruction from _ prepyloric 
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involvement but occasionally due to hourglass con- 
tractions in the middle or upper third of the stom- 
ach. A palpable mass was present in 20 per cent, 
and a definite sense of resistance was found over the 
involved area in most of the cases in which the pa- 
tients were thin and dehydrated. Achlorhydria was 
present in 85 per cent of the cases. 

Multiple gastric lesions on the bases of diffuse pro- 
liferative infiltration or of a nodulo-ulcerative lesion 
corresponding to the nodulo-ulcerative syphilide are 
common manifestations of gastric syphilis. The 
question arises as to how often a solitary syphilitic 
ulcer may manifest itself and may be visualized on 
roentgenological examination in the manner in which 
simple chronic gastric ulcer is manifested and visu- 
alized. Two of the four cases of tuberculous ulcera- 
tion of the stomach were diagnosed as ulcer. In 
eight of the cases in which roentgenological examina 
tion was made, ulcer was diagnosed, and in several 
instances the niche was specifically mentioned. 

Because of the protean character of syphilis, one 
must at all times maintain a suspicious attitude 
toward the possibility of its presence. On the basis 
of surgically demonstrated, histologically confirmed 
lesions and clinically cured patients who have been 
traced for a considerable time, Eusterman has for- 
mulated a clinical syndrome. Gastric resection, if 
the patient survives the ordeal, will do no harm if 
the nature of the pathological process is recognized 
and adequate anti-syphilis treatment is also insti- 
tuted, but the number of times this extreme pro- 
cedure is advocated will be in inverse proportion to 
the diagnostic acumen and the therapeutic resources 
of the physician or surgeon. Eusterman believes 
that when the disease is strongly suspected surgical 
intervention is unjustifiable, even in the presence of 
consistent retention of the gastric contents. It is 
the policy at the Clinic to err on the safe side when 
in doubt, since in a number of cases of proved gastric 
eg the response to treatment was slower than 
usual. 


Emery, E. S., Jr., and Monroe, R. T.: Peptic Ulcer: 
The Diagnostic Value of the Roentgen Ray 
Before and After Treatment. Am. J. Roentgenol., 
1931, XXV, 51. 

The authors state that of 510 cases of peptic 
ulcer which were examined with the X-ray, the 
roentgen diagnosis was found to be correct in 93 
per cent. However, after the presence of an ulcer 
has been established, other questions must be 
answered before intelligent treatment can be under 
taken. In seeking a solution of these questions, it is 
advisable to employ some of the older methods as 
well as roentgen-ray examination. 

The investigation reported in this article was 
made largely to determine the value of the roentgen 
ray in discovering whether or not an ulcer has 
healed under treatment. 

A gastric ulcer is reported as healed when the 
deformity or niche has disappeared, but a duodenal! 
ulcer is frequently reported as healed when the 
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deformity persists. Of 140 cases studied, the de- 
formity of the duodenum persisted in 132 (94.3 per 
cent). This means either that the disease is chronic 
or that the deformity remains after healing. If the 
latter is true, it is necessary to be able to recognize 
in the deformity characteristics which distinguish 
the healed from the active ulcer. 

The authors attempted to discover such roentgen 
characteristics by studying a large series of cases 
at intervals during the course of treatment. They 
also classified the various types of deformities, 
giving careful attention to the duration of symptoms 
in each type. They concluded that there are no 
characteristics differentiating a healed ulcer from 
an active ulcer. Moreover, their data supported 
the theory that duodenal ulcer is a chronic disease 
which is rarely cured by treatment. 

CuHar.es H. Heacock, M.D. 


Morley, J., and Twining, E. W.: The Mechanism of 
Deep Tenderness in Gastric and Duodenal 
Ulcer. Brit. J. Surg., 1931, xviii, 376. 

The authors emphasize that in a study of pain due 
to lesions of the stomach and duodenum it is most 
important to distinguish clearly between sponta- 
neous visceral pain and objective pain. Mackenzie 
and Lennander have proved that the stomach is in- 
sensitive to the ordinary mechanical, chemical, and 
thermal stimuli which cause pain when they are 
applied to the sensory nerves. Opinion varies greatly 
concerning the stimulus necessary to produce pain of 
gastric origin. Such pain has been attributed to in- 
creased intragastric tension (Hurst), stimulation by 
hydrochloric acid (Palmer), and vascular congestion 
in the ulcer region (Kinsella). Spontaneous visceral 
pain in gastric and duodenal ulcer sometimes occurs 
without any tenderness on pressure, and tenderness 
on pressure may occur without spontaneous pain. 
Visceral pain is felt in the center of the epigastrium, 
but is not accurately localized by the patient and 
does not move with a change in the position of the 
stomach. Deep tenderness, however, is very ac- 
curately located. 

This article is based upon examinations of twenty- 
four patients who presented both a demonstrable 
ulcer and a localized area of deep tenderness. In each 
case the pain point was charted in the clinical 
examination in the supine position, in a lateral 
position, and with the patient standing erect. The 
empty stomach was then visualized by barium in the 
erect position, the point of most severe deep tender- 
ness marked with a metallic ring, and a roentgen- 
ogram taken. The patient was then placed in the 
supine position with the ring left in situ, the point of 
greatest tenderness found in this position marked by 
a second ring, and another roentgenogram taken. 

From these investigations the authors conclude 
that the point of maximum tenderness and the ulcer 
usually correspond exactly. When a variation was 
noted in the films in the cases reviewed it was well 
within the limits of legitimate error. The area of 
localized deep tenderness on the abdominal wall 
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corresponded generally to the ulcer crater and 
shifted its position with the ulcer. These observa- 
tions are incompatible with Mackenzie’s theory of a 
viscerosensory reflex. Deep tenderness is believed to 
be due to stimulation of the sensitive parietal 
peritoneum by contact with the inflamed area of 
stomach or duodenum at the site of the ulcer with 
radiation from the nerves of the parietal peritoneum 
to the more superficial branches of the same sensory 
cerebrospinal nerves. Joun W. Nuzum, M.D. 


Sullivan, A. J.: The Réle of Surgery in the Treat- 
ment of Peptic Ulcer. New England J. Med., 1931, 
cclv, Igt. 

The author gives the gastro-enterologist’s views 
of the place held by surgery in the treatment of 
peptic ulcer. In tracing the trend of treatment since 
1901, he states that, today, in the better clinics, 
there is close cojperation between the internist and 
surgeon. 

Peptic ulcer is defined as a chronic recurrent 
disease which is fundamentally a medical problem, 
but frequently requires surgical interference. 

The indications for surgery in gastric ulcer are: 
(1) perforation, (2) repeated and severe haemorrhage, 
(3) the possibility of malignancy, (4) hourglass de- 
formity, (5) pyloric obstruction, (6) absence of heal- 
ing or the occurrence of only partial healing after 
thorough medical treatment, and (7) recurrence in 
spite of thorough medical treatment. 

The indications for surgery in duodenal ulcer are: 
(1) perforation, (2) repeated or severe hemorrhage, 
(3) pyloric or duodenal obstruction, (4) absence of 
healing or the occurrence of only partial healing 
after thorough medical treatment, and (5) the 
development of a recurrence in spite of thorough 
medical treatment. 

Acute perforation, whether duodenal or gastric, 
is an indication for immediate surgical intervention. 
Early diagnosis and operation are of prime impor- 
tance. Simple closure is considered the procedure 
of choice in most cases. 

In cases of hemorrhage, surgery is usually contra- 
indicated when the patient is still bleeding. Rare 
exceptions to this rule are cited. A patient who 
presents himself with a bleeding ulcer and gives a 
history of hemorrhage is not a surgical problem until 
after thorough medical treatment has failed to cause 
improvement. If the patient is under medical 
management when the hemorrhage occurs, surgery 
is indicated. When possible, the ulcer should be 
excised. 

In a large percentage of cases showing a six-hour 
residue of the roentgen test meal the lesion is an 
active ulcer with spasm, oedema, and congestion 
causing temporary obstruction which can be relieved 
by medical management. Only cases of obstruction 
due to cicatricial deformity should be subjected to 
operation and these are greatly benefited by pre- 
operative medical care. In cases of obstruction due 
to cicatricial deformity the best results are obtained 
from gastro-enterostomy. 
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Hourglass deformity of the stomach is infrequent. 
Hurst says that in cases with active ulceration opera- 
tion should be performed without delay if X-ray 
examination shows four-hour stasis in the proximal 
segment. Otherwise medical treatment may be tried 
in the hope that part of the narrowing is caused by 
spasm. In cases without active ulceration operation 
should be performed if sufficient stasis is present to 
cause symptoms in spite of dietary treatment. 
Whether the ulcer is active or not, operation is 
indicated if the hourglass contraction is associated 
with pyloric obstruction. 

The incidence of malignancy in chronic gastric 
ulcer does not exceed 10 per cent. More and more 
clinics are adopting the therapeutic test in cases in 
which malignancy is suspected. 

The author gives an outline of what he considers 
adequate medical treatment of ulcers. He believes 
it is exceedingly rare for an uncomplicated ulcer to 
persist unhealed in spite of thorough medical treat- 
ment. 

In discussing the surgical treatment of uncom- 
plicated ulcers he states that it is generally believed 
that only ro per cent of peptic ulcers develop com- 
plications requiring surgical treatment and between 
5 and 10 per cent more require surgical intervention 
because of failure to heal or recurrence after thor- 
ough medical treatment. 

The several types of surgical procedures are 
described and their relative merits discussed. 

The postoperative medical treatment is discussed. 
The author concludes that we can expect a high 
incidence of cure of ulcer only from thorough medical 
treatment supplemented by prompt surgical inter- 
ference when indications for operation arise. 

L. ENwrorts Bovix, M.D. 


Bastianelli, R.: Carcinoma Perigastroduodenale. 
Ann. Surg., 1931, XCili, 301. 

Bastianelli calls attention to rare epithelial tumors 
arising from the walls of the stomach or duodenum. 
He states that these neoplasms, together with con- 
nective tissue tumors of the stomach, especially 
sarcomata, and exogastric cancers of the stomach 
and colon constitute a group which in the future 
must be considered in the diagnosis of abdominal 
conditions and sometimes may be diagnosed 
correctly if the clinical and anatomical facts are 
kept in mind. He reports a case of epithelial tumor 
arising probably from the subserous coat of the 
stomach and duodenum. SAMUEL Kaun, M.D. 


Thurston, H. F.: The Réle of the Toxin of Bacillus 
Welchii in the Toxzmia of Acute Intestinal 
Obstruction: An Experimental Study. Arch. 
Surg., 1931, XXil, 72. 

The formation of lethal substances responsible for 
the toxemia of acute intestinal obstruction is de- 
pendent upon the presence of bacteria in the lumen 
of the obstructed bowel. 

Williams advanced the theory that the toxin of 
bacillus welchii is the toxic agent in acute intestinal 
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obstruction. Certain strains of this organism produce 
a powerful myotoxin which is heat-labile. Williams 
found the organisms in the vomitus from patients 
with obstruction, demonstrated the toxin in the 
filtrate of the contents of the obstructed bowel by 
animal experimentation and inoculation, and lowered 
the mortality in clinical cases of intestinal obstruc 
tion and peritonitis by giving bacillus welchii. 

From experiments which he reports in this article 
Thurston draws the following conclusions: 

1. Dogs suffering from toxemia caused by acut: 
intestinal obstruction are not helped by passive or 
active immunization to the toxins of bacillus welchii 

2. Dogs with acute intestinal obstruction produc: 
no immune bodies for such toxins. 

3. There is no evidence of the presence of the 
toxin of bacillus welchii in the abdominal transudate 
or in the serum of the blood from the mesenteric 
veins of dogs with acute intestinal obstruction. 

4. There is no direct or indirect evidence that 
toxins of bacillus welchii have any réle in the toxw 
mia of acute intestinal obstruction. 

Howarp A. McKnicat, M.D. 


Vallebona, A.: The Importance of Roentgen Ex- 
amination in Duodenal Ulcer (L’importanza 
dell’esame radiologico nell’ulcera duodenale). R/- 
forma med., 1930, xlvi, 1909. 

There is often a decided disagreement in the 
roentgen findings in duodenal ulcer, not only in 
cases in which the roentgen diagnosis is based on 
indirect signs (hyperperistalsis, hypersecretion, hy- 
pertonia, Kreuzfuchs’ duodenal motility, spastic 
phenomena), but also in those in which it is based 
on direct signs (anatomopathological changes caused 
by the ulcer in the pilleus ventriculi). The author 
believes that the cause of the disagreement may be 
sought particularly in difficulty experienced in ex 
amining the duodenum with the X-ray. Today, 
however, the diagnosis of duodenal ulcer is facil 
itated by rapid roentgenography, serial roentgenog 
raphy, and selective roentgenography. 

Vallebona reviews the various special methods 
proposed: the introduction of an opaque substance 
with a duodenal sound; refilling of the stomach with 
small quantities of opaque substance; compression 
of the pilleus ventriculi; a combined method applied 
to the stomach (originated by Vallebona); a com 
bined method applied directly to the duodenum 
(Pribram); and blockage of the duodenal region 
(Maragliano). He describes in detail a forceps de 
signed by him for the purpose of compressing th: 
middle portion of the stomach and the third portion 
of the duodenum immediately above the duodeno 
jejunal flexure to cause simultaneous closure of th 
duodenum and expression of the gastric contents 
from the pylorus into the duodenum. 

In some cases difficulties of the roentgen techniqui 
alone may be the cause of an erroneous interpreta 
tion. However, the roentgen examination is to bi 
regarded only as an adjunct to clinical examination 
The roentgenologist should be very cautious in his 
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evaluations and in definitely establishing a diagnosis 
because the roentgen findings cannot always be 
interpreted exactly. Moreover it is necessary for the 
physician and surgeon to know the difficulties and 
deficiencies of such roentgen examinations. 
MARGUERITE P. SLOAN. 


Rankin, F. W., and Bargen, J. A.: Vaccination 
Against Peritonitis in Surgery of the Colon: 
Further Report. Arch. Surg., 1931, xxii, 98. 


In December, 1928, Rankin and Bargen reported 
61 cases of tumor of the colon resected after the pa- 
tients had had the benefit of co-operative medical 
and surgical management. An important part of 
the treatment was intraperitoneal vaccination. The 
striking reduction in the mortality in this group as 
compared with a control group in which operation 
was performed by the same surgeons under the same 
circumstances indicated that intraperitoneal vac- 
cination was an important factor guarding against 
the peritonitis which is the cause of death in more 
than half of the cases. By October 1, 1929, Rankin 
and Bargen had increased to 300 the series of cases 
in which vaccination and operation had been done 
at the Mayo Clinic. 

Peritoneal contamination has always been con- 
sidered one of the most serious menaces to successful 
surgical treatment of the colon. Therefore any agent 
which obviates peritonitis or militates against it is 
a highly desirable adjunct to the surgeon’s arma- 
mentarium. It is evident that vaccination alone 
would fail to give satisfactory results and that it 
must be combined with other measures. 

Recently Rankin and Bargen made cultures from 
18 malignant colonic lesions immediately after their 
extirpation. The results obtained seem to bear out 
the assertions made relative to the infection in the 
peritoneal tissues in immediate juxtaposition to the 
growth. The lesions of the bowel from which the 
cultures were made included carcinomata of the 
cecum, ascending colon, hepatic flexure, splenic 
flexure, descending colon, rectosigmoid, and rectum. 
In 72 per cent of the lesions cultured, only green- 
producing streptococci and colon bacilli grew, in 17 
per cent no bacteria grew, and in the other 11 per 
cent the cultures were indeterminate. The results 
suggest that the vastly predominating bacteria in 
and around malignant lesions of the colon are strep- 
tococci and colon bacilli. 

Because of this fact and the fact that the visceral 
peritoneum acts protectively, it seems of vital im- 
portance to establish a specific or non-specific rela- 
tionship between intraperitoneal vaccination and 
the mechanism of its protection. 

Five series of rabbits (4 in each series) were in- 
jected intraperitoneally with anti-peritonitis vac- 
cine, whole autoclaved milk, suspensions of killed 
typhoid bacilli like those used for “fever therapy,”’ 
hypertonic dextrose solution, and sodium chloride 
solution, respectively. The 4 animals were killed 
twelve, twenty-four, forty-eight, and seventy-two 
hours, respectively, after the injection. It was noted 
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that the cellular infiltration with polymorphonuclear 
leucocytes as well as macrophage cells of the omen- 
tum was greatest in the animals which had had the 
anti-peritonitis vaccine mixture of streptococci and 
colon bacilli. 

Other series of rabbits, all ef the same size and 
general appearance and all seemingly in good health, 
were given intraperitoneal injections of the same 
materials: vaccine of a mixture of streptococci and 
colon bacilli, killed typhoid bacilli, hypertonic dex- 
trose solution, sodium chloride solution, and whole 
autoclaved milk. The injections were made accord- 
ing to methods described by Herrmann, and forty- 
eight hours after the last intraperitoneal injection 
large doses of equal suspensions of living green- 
producing streptococci and colon bacilli were given. 

All of the rabbits given injections of milk, half of 
those receiving typhoid bacilli, and half of those 
receiving sodium chloride solution died with ful- 
minating generalized fibrinopurulent peritonitis, 
whereas all of those inoculated with anti-peritonitis 
vaccine and all of those receiving dextrose survived. 

The method of preparing the vaccine and its 
administration seem important. The organisms 
used for the vaccine are procured from the peritoneal 
exudate in a case of peritonitis. The vaccine pre- 
pared from the streptococci and colon bacilli so ob- 
tained is injected in physiological sodium chloride 
solution with a dulled spinal puncture needle into 
the peritoneal cavity. 

Important pre-operative measures which render 
convalescence smoother and lower the mortality in 
these cases of malignant disease of the colon are 
thorough cleansing of the large intestine and the 
relief of obstruction. This has been accomplished in 
various ways, including the giving of a residue-free 
diet consisting primarily of fruit juices and candy; 
up to 3,000 calories are consumed in each period of 
twenty-four hours. A laxative is administered and 
the colon is irrigated with physiological solution of 
sodium chloride twice daily. 

Between January 1, and October 1, 1929, opera- 
tion was performed in 222 cases in which vaccine 
was given, and in 58 cases in which vaccine was not 
given. A review of 11 deaths from peritonitis in the 
222 cases in which vaccine was given suggests con- 
sideration of the types of operations. The patients 
operated on had all forms of surgical maneuvers that 
are applied to the colon at the Mayo Clinic. Many 
of them, of course, underwent 2 or more major sur- 
gical operations, as in all graded resections. For 
this reason the small number of 11 deaths from peri- 
tonitis is noteworthy. 

These 11 cases include some in which the usual 
procedures in operating on the colon at the Mayo 
Clinic were employed and some in which unusual 
procedures were used. In some of the cases of 
greatly debilitated patients very extensive opera- 
tions were necessary. 

The 58 patients with malignant lesions of the colon 
who were operated on during the same period and 
did not receive vaccine had lesions of similar situa- 
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tion and nature to those of the 222 who received 
vaccine. Of these 58 patients, 13 died of peritonitis; 
the operative procedures on the 13 included 4 ab- 
dominoperineal resections, 1 Mikulicz operation 
(first stage) 1 ileostomy, 1 cecostomy, 1 colostomy, 
1 ileocolostomy, 3 posterior resections of the rectum, 
and 1 secondary resection of a lesion of the left part 
of the colon. 


Allende, C. I.: Postoperative Complications of Ap- 
pendicitis (Complicaciones postoperatorias de la 
apendicitis). Semana méd., 1930, xxxvii, 1697. 

The author reviews 309 cases of appendicitis which 
he has operated upon since 1915. Two hundred and 
six were chronic and 103 were acute. The 103 acute 
cases are reported briefly. In the total number of 
cases there were 10 deaths, all of them in acute cases. 
In 49 acute cases in the beginning stage and in 20 
with simple, recently formed adhesions, there were 
no deaths, whereas in 13 in the period of acute 
abscess there were 4 deaths, a mortality of 30 per 
cent, in 15 cases of perforated appendicitis with 
localized peritonitis there were 3 deaths, a mortality 
of 20 per cent, and in 6 cases with diffuse peritonitis 
there were 3 deaths, a mortality of 50 per cent. In 
the 34 cases of acute complicated appendicitis the 
mortality was therefore 29 per cent, whereas in the 
uncomplicated cases there was no mortality. 

To prevent postoperative vomiting the author 
gives from 30 to 40 gm. of alkaline powder dissolved 
in a liter of water for three days preceding the opera- 
tion to neutralize gastric acidity, and 10 gm. of bi- 
carbonate of soda in half a glass of water ten minutes 
before the operation to neutralize the acidity that 
will be caused by saturation of the stomach contents 
with chloroform. This neutralization is particularly 
important in the cases of patients with Stiller’s 
asthenic habitus. If persistent vomiting occurs in 
spite of it, the stomach is irrigated with a hot alka- 
line solution with the patient lying on his abdomen 
and the bed tilted so that his head is down. The 
author prefers local to general anesthesia as it rarely 
causes vomiting. In recent years he has been using 
spinal anesthesia induced with tutocain. Eventra- 
tion is apt to occur after the Roux incision. Allende 
has only seen 1 case of eventration after McBurney’s 
incision and in that case enlargement of the incision 
had been necessary. When it is necessary to drain 
a generalized peritonitis, he uses Jalaguier’s incision. 
In no instance has this been followed by eventration. 

Infection of the wound predisposes to eventration 
and causes abscess and toxi-infection. Its frequency 
can be greatly reduced by carefully protecting the 
lips of the wound during the operation and cleansing 
the abdomen with ether. True muscle abscesses are 
very rare, but the aponeurosis becomes infected 
easily. Therefore in cases with suppuration, and 
particularly in those of septic gangrene, the author 
resects the aponeurosis. In cases with suppuration 
he also irrigates the wound with naphthalin or 
Dakin’s solution. Drainage is indicated in cases 
with suppuration, but not in interval operations. Of 
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the author’s 49 acute uncomplicated cases, in which 
there were no deaths, drainage was established in 
only 8. Allende attributes a great deal of his success 
in cases in which closure without drainage was done 
to irrigation of the abdominal cavity with ether. 
He thinks fecal fistula is sometimes caused by too 
persistent a search for the appendix in cases of ab- 
scess. It may be caused also by slipping of the su- 
tures or deperitonization of the fundus of the cecum. 
Allende has recently adopted the practice of fixing 
grafts of omentum over the cecum and stump of the 
appendix to prevent such an occurrence. However, 
he has experienced no serious difficulty in curing 
fecal fistule. Three of his cases of appendicitis were 
complicated by paralytic ileus; in 2 of them death 
resulted. Phlebitis developed in only r case, a case 
of gangrenous appendix. Two of his patients showed 
tachycardia after the operation, but this was suc- 
cessfully treated with digitalis and adrenalin. In 1 
case Allende operated for perinephritic abscess, and 
in 1 for suppurative parotitis. He thinks that 
chronic tonsillitis is frequently a cause of appen- 
dicitis. Aubrey Goss Morcan, M.D. 


Gabriel, W. B.: The Removal of Portions of Malig- 
nant Tumors of the Rectum for Confirmatory 
Section. Brit. M.J., 1931, i, 52. 


While the removal of sections of malignant tumors 
for microscopic study is often desirable, it is fre- 
quently dangerous for anatomical reasons and be- 
cause of the danger of disseminating the disease to 
healthy tissue. However, the rectum and sigmoid 
are favorable situations for biopsy as these areas are 
easily approached and the danger of disseminating 
the disease by the removal of a small piece of tissue 
is little greater than the danger involved in the pas 
sage of feces over the growth. 

Gabriel performs biopsy routinely on rectal can- 
cers and believes it should be done also on simple 
adenomata and papillomata. After the growth has 
been brought clearly into view with the sigmoido- 
scope he removes from three to six small pieces with 
Bruening’s forceps. These sections are then fixed 
immediately and several of them are mounted to- 
gether on one slide. Eart Garsipe, M.D. 


Hirschman, L. J.: Some Principles Underlying the 
Successful Treatment of Some Anorectal 
Diseases. J.-Lancet, 1931, li, 103. 


The examination made for the diagnosis of 
anorectal disease must include digital examination 
of the bowel, external inspection of the surrounding 
parts, and internal inspection with the use of the 
anoscope, prostoscope, and sigmoidoscope. In many 
cases it is very difficult to feel an internal hemor 
rhoid even when it is of considerable size. 

In the determination of the presence, location, 
number, size, and ramifications of perianal and 
perirectal fistula, the injection of bismuth paste 
through an external opening followed by stereoscopic 
roentgenography and manipulation of the parts 
under the fluoroscope is essential. For the diagnosis 
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of many diseases of the rectum and colon a bacterio- 
logical examination of smears of anorectal discharges 
is necessary. 

While in the great majority of diseases involving 
the anus and rectum a permanent cure can be ob- 
tained only by a surgical procedure, temporary re- 
lief can often be given by non-surgical methods. 
Conditions such as pruritus ani, anal fissure, and 
rectal ulceration, moderate internal hemorrhoids, 
and prolapse can frequently be so relieved by local 
non-operative measures that the result is quite 
satisfactory to both the patient and the physician. 
However, the treatment must be repeated at 
intervals. 

The destruction of internal hemorrhoids with the 
use of escharotics, electricity, or the actual cautery is 
frequently followed by deformity due to stenosis 
from faulty or excessive cicatrization resulting from 
fibrosis and sometimes by necrosis. No procedure 
should be used which will destroy more than the 
lesion. A clamp operation is a blind operation. 
Important principles to be observed in the surgical 
removal of internal hemorrhoids are conservation of 
the blood supply and the prevention of unnecessary 
operative hemorrhage. In the technique used by the 
author, an absorbable catgut ligature is placed 
around the nutrient vessels of each hemorrhoid, just 
above the point at which they enter the hemorrhoid. 
Each of the three hemorrhoidal arteries and veins is 
treated in this manner before it is incised. 

In the exposure of an internal hemorrhoid an 
ellipse of mucous membrane equal to the excess 
mucous membrane covering the lesion is removed. 
The incisions for this purpose and all other incisions 
in the anorectal canal are made in a longitudinal 
direction or parallel with the long axis of the large 
bowel. The elliptical opening produced exposes the 
diseased vessels forming the hemorrhoid. These 
vessels are picked up with the thumb forceps and 
excised, and all varicose vessels down to the sphincter 
are removed. By this procedure the muscle is ex- 
posed to a degree not possible by the clamp or 
‘blind operation” and the danger of injury to the 
sphincter is greatly reduced. 

Conservation of the sphincters is important. 
When caudal or spinal anesthesia is used, dilatation 
of the anal sphincters is unnecessary. 

Whenever possible, suturing of wounds in the 
mucous membrane of the anorectal region should be 
avoided. 

Every wound made in the anorectal canal must 
be carried down through the anal aperture to the 
perianal skin, and all incisions must be made radial 
to the orifice and parallel with the radiating skin 
folds. Care must be taken to avoid leaving pockets 
at the outer ends of incisions. 

The introduction of a tube, pack, or tampon into 
the rectum after operation is contra-indicated. If 
ligation is done before the cutting, a pack to control 
hemorrhage will be entirely unnecessary. 

As soon as sensation returns to the parts, any 
material inserted into the rectum by the surgeon will 


produce the same stimulation as a stool and thereby 
cause peristalsis with unnecessary pain. 

The use of drugs such as opium, bismuth, salol, 
and astringent proprietary preparations to ‘‘lock up 
the bowels” should be avoided. In the author’s 
cases, large doses of mineral oil are given on the 
evening following the operation and every evening 
thereafter to facilitate bowel movements when they 
are started again. 

The insertion of a probe blindly into a fistulous 
opening may result in the production of false or 
traumatic tracts. Of greater aid in the examination 
of a fistula is the injection of tluid bismuth paste into 
the external opening of the tract. If more than one 
external opening is present the bismuth paste will 
emerge from the other external openings as well as 
from the internal opening. Through an anoscope, it 
can be seen at the site of the internal opening or 
openings. Stereoscopic roentgenograms of fistulous 
tracts and cavities made after the injection of 
bismuth give a clear picture of the size, location, 
direction, and relations of the fistulous tracts. 

The treatment of a fistula is governed by the type 
of the tract. An external sinus requires merely en- 
largement of the opening to convert it from a bottle- 
shaped cavity to an open draining wound. Fistule 
sometimes heal after the injection of bismuth paste, 
but as a rule require incision or excision. 

As a fistula is the second stage of a condition 
which begins as an abscess, the prophylactic treat- 
ment of fistula is complete drainage of the abscess. 
An abscess should be punctured as soon as it is 
recognized in order to relieve the tension within it 
and prevent its spontaneous rupture in an un- 
favorable area. The patient should be told that the 
puncture is merely a temporary relief measure, and 
that the abscess must be operated upon within the 
next day or so for its complete removal and drainage. 

In the after-treatment of abscesses as well as of 
fistula, gauze packing should be avoided. 

In order to prevent agglutination of the skin or 
mucous surfaces, the author inserts pieces of thin 
rubber dam or gutta-percha tissue for forty-eight 
hours. 

When several fistulous tracts are present and 
undermine the sphincter they should all be injected 
with bismuth paste and a silk suture should be 
drawn through each of them and tied loosely around 
the sphincter to serve as a drain and as an indicator 
of the location of the tract. Only one tract under 
mining the sphincter should be operated upon at a 
time, and this tract should be allowed to heal com 
pletely before another is treated. 

In dealing with conditions of the lower intestines 
of a more grave character, such as stricture, ob- 
struction, chronic ulcerative colitis, and carcinoma, 
and in the treatment of complicated anal fistula it 
may become necessary, in order to secure a clean 
surgical field, to place the colon temporarily at 
physiological rest by temporary colostomy. 

In all disease conditions of the anal canal in which 
pain, particularly spasmodic pain, is an important 
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factor, physiological rest of the sphincters is in- 
dicated. This is true particularly in cases of fissure 
and ulcer of the anal canal. Rest of the sphincters 
followed by immediate healing may be obtained by 
making an incision across the sphincter muscle at 
right angles to the fibers through the bed of the 
fissure or ulcer and excising the sentinel pile under 
local or caudal anesthesia. 

Early convalescence is favored by encouraging the 
patient to sit up, walk, and defecate normally as 
soon as he is able to do so, by giving a diet which will 
produce a soft, but formed daily stool, by avoiding 
the use of saline cathartics and overindulgence in 
enemas, and by the use of hot sitz baths. 

J. Frank Doucaty, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Cukor, I.: Experiences in 1,500 Operations for Gall 
Stones (Erfahrungen bei 1500 Gallensteinopera- 
tionen). Gydégydszal, 1930, i, 484. 

In the introduction to this article the author states 
that so long as we are unable to prevent the forma- 
tion of gall stones, early operation is the most con- 
servative treatment. This opinion is based on 
experience in 1,500 cases of gall stones treated by 
operation in a period of six years. Early diagnosis, 
before complications have set in, is of great im- 
portance, since in the absence of complications the 
intervention is a very simple one. There should be 
no rivalry between surgery and internal medicine. 
The internist must understand that surgical treat- 
ment is only an auxiliary measure in the cure and 
is of value only when it is given at the right time 
and in cases that have not been neglected. 

Cukor discusses the determination of the correct 
time for operation, the operative technique, and the 
results of operation. 

Uncomplicated cases may be divided into the 
simple and catarrhal types. A simple case is one in 
which severe colics occur without fever. Between 
attacks the patient feels entirely well. Operation 
discloses a smooth gall bladder with stones but 
without adhesions. In cases with dull pains the 
gall bladder is sometimes thickened and membra- 
nous. In youth, the operative mortality is very 
low. In advanced age, operation is well tolerated if 
there have been only a few attacks. With regard to 
the time at which operation should be done in acute 
and chronic gall-stone disease, different surgeons 
express different opinions. The author has found 
the results in the 2 types of cases about the same. 
Cholecystography helps in making the decision as 
to operation. 

In spite of our efficient methods of examination, 
it is very difficult to distinguish between gall-bladder 
stasis, appendicitis, and ulcer. Gall-stone disease is 
usually a consequence of disease of the bile-produc- 
ing system. Early operation will cure this vitally 
important system in a large percentage of cases. If 
fever is present, measures should be taken to reduce 
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the temperature before surgery is attempted, but 
operation should not be delayed longer than from 
ten to fourteen days. In case of persistent icterus, 
operation should be done as early as possible, but in 
cases of intermittent icterus a thorough pre-oper 
ative examination should be made. Operative treat- 
ment is contra-indicated if the patient’s condition 
is such that his life will certainly be placed in 
danger by surgical intervention, as in the pres- 
ence of heart disease, pulmonary disease, and fatty 
degeneration. 

The author usually performs the operation under 
ether anesthesia alone, but occasionally, when it is 
important to spare the heart, he combines the use 
of ether with local anesthesia. As a rule he uses the 
transrectal approach. He emphasizes that, with 
incisions extending to the umbilicus, the closure of 
the wound must be done with care to prevent hernia. 
In the majority of cases the gall bladder should be 
removed as it is diseased. Great care must be taken 
in hemostasis. It is very important to drain the 
gall-bladder bed with gauze. In the author’s cases 
the tampon is removed on the eighth day, if pos- 
sible. Cholecystectomy is not done in severe infec- 
tious diseases of the gall bladder or in the cases of 
patients with high fever and rigors or diabetes. 
Under such conditions a biliary fistula proceeding 
from Courvoisier’s incision is formed. The stones 
are removed, particularly the ball-valve stone. The 
escape of the bile has such a beneficial effect that 
the gall bladder may be removed a few months later. 
Closure of the fistula may be hastened by oil or 
glycerin injections. 

Diseases of the upper biliary passages are asso- 
ciated with much more severe late symptoms and 
have a higher mortality. In such conditions, chole- 
dochotomy or transduodenal papillotomy with 
drainage of the common duct and the use of a T- 
tube is indicated. The permeability of the papilla 
is of great importance. If the papilla is not perme- 
able, it must be dilated with sounds. This is a 
matter that deserves more care than it has usually 
received in the past. If the papilla is not dilatable, 
choledochoduodenostomy must be done. For cases 
of injury to the liver, the author recommends treat 
ment with insulin: from 1,000 to 1,500 c.cm. of a 
5 per cent infusion of sugar with from 20 to 25 units 
of insulin. He does not employ the mucoclasis 
recommended by Pribram, but has had no deaths 
in 200 Cases. 

Internists have reported complaints after opera- 
tion in about 20 per cent of cases, but closer exam- 
ination of the evidence shows that for the most part 
the complaints can be attributed to other diseases, 
and that the true secondary pains are so slight that 
they cannot be counted against the good results ob- 
tained by the operation and most of them cease 
after mild Carlsbad treatment. True recurrences 
are very rare; there is nothing one can do about 
them. 

A relation between cancer and gall stones cannot 
be denied, but is relatively very rare. In cases that 














have not been neglected, operability is approxi- 
mately the same as in cases of gall stones. 

In conclusion, the author says that so long as 
cholelithiasis does not produce symptoms it is not 
a disease, but when it causes symptoms, it should 
be treated by operation. The pathological changes 
cannot be judged from the clinical phenomena. At 
operation, the gall bladder should be removed if 
possible and drainage should be established. A 
fistula should be made only in case of necessity. 
The best time to operate does not depend on the 
attacks. If the common duct is cccluded, it should 
be drained. The abdominal cavity should always be 
explored at operation. When gall-stone operations 
are done at the correct time, the mortality is about 
4 per cent. Von LospMAYER (Z). 


Amorosi, O.: The Changes in the Common Duct 
After Cholecystectomy Studied from the 
Histological Point of View (Le modificazioni del 
coledoco dopo colecistectomia studiate dal punto di 
vista istologico). Arch. ital. di chir., 1930, xxvii, 
727: 

The author reviews briefly the literature on the 
changes in the common duct following cholecystec- 
tomy and reports the findings of a histological study 
of the common duct in dogs after periods of time 
up to five months following cholecystectomy. 

Dilatation of the common duct is always noted 
after cholecystectomy. It reaches its maximum at 
the end of sixty days and then remains unchanged 
for ninety days. During this time the dilatation is a 
true one, due probably to the stasis of bile which 
follows re-established continence of the sphincter 
of Oddi. After one hundred and twenty days it 
diminishes, but there is a hypertrophy of the muscle 
fibers of the duct wall which is probably due to an 
increase in the functional stimuli and the absence 
of the gall bladder. After one hundred and fifty 
days the changes in the common duct remain 
stationary. 

The author concludes that the dilatation in the 
early stages is purely mechanical, whereas later 
there is a true hypertrophy of the wall of the duct. 

Peter A. Rost, M.D. 


MISCELLANEOUS 


Just, E.: Subcutaneous Abdominal Injuries (Ueber 
subcutane Bauchverleztungen). Arch. f. klin. Chir., 
1930, Cxl, 327. 

Since contusion injuries of the abdomen have been 
treated surgically there has been an increase in the 
incidence of recovery. According to Petersen, the 
mortality ranged from 60 to 70 per cent in the period 
from 1885 to 1890, decreased to 30 per cent in the 
period from 1890 to 1900, and since then has re- 
mained at about 30 per cent. The decrease in the 
mortality has been due to improvement in the 
diagnosis and in recognition of the therapeutic 
indications, especially the correct time for operative 
interference. 





SURGERY OF THE ABDOMEN 533 


This article is based on seventy-nine cases of con- 
tusion injuries of the abdomen which were treated at 
the Innsbruck Clinic during the period from 1924 to 
1929. Thirty-five were treated surgically and forty- 
one conservatively. Three of the patients were ad- 
mitted to the clinic in a moribund condition. 

In the systematic examination attention should be 
first directed to the history. This is important be- 
cause the mechanism of the injury is frequently 
pathognomonic. Circumscribed trauma, for instance, 
may cause subcutaneous rupture of the small in- 
testine, whereas all injuries of the liver, spleen, pan- 
creas, and blood vessels are the result of a traumatiz- 
ing force applied over a broad surface. If the patient, 
when admitted, is still in a state of abdominal shock, 
no opinion can be formed immediately regarding the 
character of the deeper injuries. Shock is not a 
necessary accompaniment of every injury. More- 
over, it shows wide variations which may not be at 
all correlated with the severity of the trauma. Nor 
does the intensity of the shock allow deductions as to 
the character of the organic injuries. One of the 
difficulties in the diagnosis of shock is the exclusion 
of hemorrhage and beginning peritonitis. The 
symptoms associated with hemorrhage and with 
beginning peritonitis exhibit wide variations. In the 
differential diagnosis between shock, contusion, 
hemorrhage, and peritonitis the patient’s appear- 
ance is not of much help. On the other hand, the 
quality and rate of the pulse are of special im- 
portance. Nausea and vomiting are early symptoms 
of visceral injury. The retention of faces and gas is 
variously interpreted. This sign is regarded as 
characteristic of injury of the stomach and intestines, 
but its value is lessened by the fact that it seldom 
appears early. Moreover, when it appears im- 
mediately following trauma it is often a manifesta- 
tion of shock. The meteorism noted a few hours 
after trauma may also be regarded as a manifesta- 
tion of shock when it diminishes, but in some cases 
may be the precursor of peritonitis. 

The diagnosis of subcutaneous injury of the ab- 
domen consists essentially in the demonstration of 
foreign material, either blood or intestinal contents, 
in the abdominal cavity. The irritation of the 
peritoneum produced by foreign material is mani- 
fested by pain and abdominal rigidity. ‘The demon- 
stration of fluid in the abdominal cavity by per- 
cussion is significant, but negative findings do not 
rule out injury since only amounts of 1 liter or more 
can be demonstrated by percussion. 

Only very exceptionally is it possible to determine 
the particular organ which is involved. Effort must 
be directed toward ascertaining the presence of 
foreign contents in the abdominal cavity and its 
effect on the peritoneum. When foreign material is 
found, operative interference is usually indicated. 
In spite of the most painstaking study, there will 
always remain a number of cases in which a definite 
diagnosis is impossible but the syndrome is of a type 
which justifies operation. In such cases an ex- 
ploratory laparotomy should be done. If con 
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servative management is indicated the case should 
be watched until all symptoms have disappeared. 

Of the thirty-five surgically treated cases reviewed 
by the author, single injuries were found in twenty- 
five and multiple injuries in ten. 

In the cases of single injuries the mortality was 16 
per cent, and in the cases of multiple injuries it was 
40 per cent. The total mortality was 22.8 per cent. 

The author discusses injuries of individual organs. 

Injuries of the liver. Of the ten cases of liver in- 
volvement reviewed, a single lesion was present in 
four and multiple lesions were found in three. Three 
deaths occurred in the first group and one death in 
the second. Two patients who were admitted to the 
clinic in a moribund condition died before operation 
could be performed. In all cases the capsule was 
lacerated. While no instance of subcapsular rupture 
of the liver was observed, extensive central crushing 
of the liver parenchyma was found with tears of only 
slight extent. Operation consisted in suture with 
subsequent tamponade to take care of the bile 
drainage. 

Injuries of the spleen. According to extensive 
statistical studies, the incidence of involvement of 
the spleen is about half that of involvement of the 
liver. Physiological splenic enlargements and, to a 
greater degree, pathological enlargements increase 
the danger to the spleen in cases of trauma. In five 
of the six cases of rupture of the spleen which are re- 
viewed by the author the spleen was normal, and in 
one case it was enlarged by malaria. In the latter, 
there was only one lesion, whereas in the five other 
cases there were complicated ruptures. In the cases 
of complicated ruptures there were two deaths. In 
both of the fatal cases death was due to fat em- 
bolism from multiple fractures of bone. The 
diagnosis of splenic rupture is based on the signs of 
severe internal bleeding following trauma in the 
region of the spleen. In all of the cases reviewed 
there were multiple deep, transverse tears. The 
operative treatment consisted of splenectomy in five 
cases and tamponade in one case. 

Injuries of the kidney. Injuries of the kidney are 
more easily recognized than injuries of other organs 
because of hematuria associated with the former. 
Of the seventy-nine cases of contusion of the ab- 
domen reviewed by the author, hematuria ranging 
from amounts which could be demonstrated only 
with the aid of the microscope to massive hemor- 
rhages occurred in twenty-three. Seven cases with 
hematuria were treated surgically. There were no 
deaths in either the conservatively or the surgically 
treated cases. Operation was begun with exploratory 
exposure of the kidney. The conditions then found 
determined the subsequent procedure. 

Injuries to the large blood vessels. There were two 
cases of isolated laceration of a blood vessel (the 
mesenteric artery in one and the abdominal aorta in 
the other), and two cases of lacerations of blood 
vessels (the superior mesenteric artery in one and the 
renal artery in the other) resulting from other in- 
juries. The diagnosis can never be made with cer- 
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tainty as the hemorrhage is more apt to suggest 
bleeding from a parenchymatous organ than bleed- 
ing from a blood vessel. Of three cases coming to 
operation, the vascular source of the bleeding was 
found during life in two and at autopsy in one. 

Injuries of the pancreas. There were no isolated 
injuries of the pancreas in the cases reviewed. In the 
complicated pancreatic injuries the symptoms from 
injuries to the other organs were always pre- 
dominant. Four cases of complicated injury to the 
pancreas were treated. In three, the pancreatic 
injury was associated with injury of the spleen and 
in one with injury of the liver. The symptoms of the 
injury to the pancreas were in no case definite, the 
pancreatic lesion being as a rule discovered only on 
exploration of the abdominal cavity. When the 
laceration in the organ exhibited smooth edges, the 
parenchyma and capsule were sutured and a drain 
was introduced down to the suture line. In the 
presence of crushing and destruction of the tissues 
only tamponade and drainage could be considered. 
The operative mortality was 50 per cent. 

Injuries of the gastro-intestinal tract. Because of 
their frequency, injuries of the gastro-intestinal 
tract play an important rdle in subcutaneous in- 
juries of the abdomen. Most frequent are injuries 
to the small intestine, next most frequent injuries of 
the large intestine, and least frequent, injuries of the 
stomach. Ruptures of the intestines usually cause 
shock of shorter or longer duration. Rigidity of the 
abdominal wall, which at first is localized, is always 
present and soon begins to spread. In eleven cases of 
rupture of the small intestine which are reviewed 
there was only one death. 

The prognosis in subcutaneous abdominal trauma 
depends upon the time that the injuries are diag- 
nosed and treated. In cases of multiple ruptures 
early operation may prove life-saving. During the 
operation a careful exploration of the abdominal 
cavity should be made not only in cases in which the 
diagnosis is doubtful but also in all others. In the 
seventy-nine cases of contusion injury of the ab- 
domen which were treated in a five-year period in 
accordance with the principles mentioned the total 
mortality was 13.9 per cent and the operative 
mortality 22.8 per cent. ZILLMER (Z). 


Giustinian, V., and Antonelli, A.: Congenital 
Diaphragmatic Hernia in an Infant (Hernia 
diafragmatica congénita en un lactante). Semana 
méd., 1931, XXXviii, 27. 

Congenital diaphragmatic hernia is usually an 
autopsy finding or the revelation of a diagnostic 
error. The case reported in this article was that of 
a boy twenty-two months old who was admitted 
to the hospital with the diagnosis of bronchitis and 
pulmonary congestion with serofibrinous pleurisy 
on the right side. The condition had begun eight 
days previously with fever, a dry cough, dyspnoea, 
and weakness. 

Examination of the anterior aspect of the chest 
disclosed convexity of the sternal region with nar- 
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rowing at the base and a costal depression in the 
lower third of the right hemithorax. Examination 
of the posterior aspect showed asymmetry, con- 
vexity of the left hemithorax, and diminished 
respiratory excursions of the base on the right side. 
Vocal fremitus was normal on the left side and 
slightly diminished on the right side. Resonance 
was diminished at the apex on the right side. In- 
complete dullness was found in the region of the 
scapula, and complete dullness at the base. The 
vesicular murmur was reduced and sounds without 
the distinct characteristics of rales and without rela- 
tion to respiratory movements were noted. No 
definite diagnosis was established. 

A double pleural puncture at the seventh and 
eighth intercostal spaces yielded a few drops of 
serous fluid. Cupping-glasses and cataplasms were 
applied twice a day and adrenalin was given. 
Roentgenography seven days after the patient’s 
admission to the hospital did not clear up the 
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diagnosis. Irregular shadows noted in the right 
hemithorax, which were due to the contents of the 
herniated abdominal organs, suggested the pres- 
ence of hepatized zones in the lungs and pleural 
thickening. 

Autopsy revealed a very small right lung and, 
occupying the greater part of the right hemithorax, 
the small intestine, caecum, appendix, ascending 
colon, and the middle part of the transverse colon. 
The hiatus in the right diaphragm through which 
the intestine passed was of triangular form with its 
external base on the costal cage. Its apex easily 
admitted two fingers. 

The authors emphasize the importance of keeping 
diaphragmatic hernia in mind in the diagnosis of 
chest conditions. In the case reported the history 
and the clinical and roentgenographic data, while 
not pointing directly to the diagnosis, would at 
least have aided it if the condition had been con- 
sidered. 


MARGUERITE P. SLOAN. 








































UTERUS 


Szymanowicz and Piekarska: Postoperative Re- 
sults in Cases of Uterine Malposition (Postop- 
erative Ergebnisse in Faellen von Lageveranderun- 
gen der Gebaermutter). Ginek. polska, 1930, ix, 261. 

The authors report the postoperative results ob- 
tained at the University Gynecological Clinic of 

Cracow during the past twenty years in cases of 

malposition of the uterus. In cases of prolapsed 

uterus with prolapse and dilatation of the vagina 

colporrhaphy is the routine procedure. In 574 

cases of uterine malposition (prolapse and retro- 

flexion), ventrofixation was performed roo times by 
the method of Doléris with a successful result in ot 
per cent, 288 times by the Alexander-Adams method 
with a successful result in 87 per cent, and 68 times 
by the Olshausen-Leopold method. The results 
were appreciably better than those of surgeons using 
vaginovesicofixation or interposition by the Schauta- 
Wertheim method. The last-mentioned method is 
not recommended by the authors as it may bring 
about difficulties during pregnancy and childbirth 
and at operation for new-growth of the corpus or 
cervix. In cases of retroflexion in which the uterus 
is movable the Alexander-Adams method is em- 
ployed. In cases of fixed retroflexion the method of 

Doléris is used before the menopause and the 

Olshausen-Leopold method after the menopause. 

S. VON SOBIERANSKI (G). 


Muller, M. P.: A Pedunculated Fibrous Cyst of the 
Cervix (Fibro-kyste pédiculé du col de l’utérus). 
Bull. et mém. Soc. d. chirurgiens de Par., 1930, xxii, 
799. 

A search of the literature by the author revealed 

a dearth of clinical and pathological studies of 

cystic tumors involving the cervix uteri. It appears 

that this condition is rare and that little or nothing 
is known regarding its pathology and pathogenesis. 

The case reported by Muller was that of a woman 
forty-seven years of age. The tumor presented at 
the external os and was attached to the posterior 
surface of the cervical canal. It resembled a cervical 
polyp. Its cystic character was revealed when it 
ruptured during its removal. It contained a viscid, 
opalescent, non-filterable fluid. The fluid resembled 
fibrin in that it was soluble in potassium hydroxide, 
but did not give the characteristic fibrin reaction 
with potassium ferrocyanate. Examination of the 
tissue disclosed a cavity surrounded by fibrous tis- 
sue. The cavity contained an old fibrin clot and 
numerous elongated, partly dissociated epithelial 
cells which showed no abnormal structure and no 
mitotic figures. The origin of these cells could not 
be determined. The patient made an uneventful 
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recovery and has remained in good health for more 
than three years. 

By some, these cysts have been compared to 
nabothian cysts. Others believe they originate from 
embryonic rests of the ducts of Wolff and Gaertner. 
In the majority of cases they appear upon the sur- 
face of the cervix, but occasionally they lie within 
the superficial layers of the uterus. 

The author believes that the cyst in the case re- 
ported in this article may have originated from a 
cervical polyp. He bases this assumption on its 
fibrous capsule and the fact that a polyp had been 
removed from the cervix previously. 

Harotp C. Mack, M.D. 


Delvaux, F.: The Resistance of the Cervix to Can- 
cer in Complete Prolapse of the Uterus (La 
résistance anticancéreuse du col dans le prolapsus 
total de la matrice). Bruxelles-méd., 1931, xi, 325. 


Struck by the fact that he had never observed 
carcinoma of the cervix in cases of complete pro- 
lapse of the uterus, Delvaux addressed a question- 
naire to outstanding French and German gynecolo- 
gists to determine whether they could confirm this 
observation and whether they could explain it. 
With the exception of Faure of Paris and Sebrechts 
of Bruges the authorities questioned supported the 
author’s view that cervical cancer and complete 
procidentia rarely if ever co-exist. Faure believes 
that the immunity in these cases is only apparent 
because total prolapse of the uterus is rare. Se- 
brechts, although unable to recall a single instance, 
was nevertheless unwilling to admit such an im- 
munity. 

As the cervix in cases of prolapse is subjected to 
constant trauma and irritation and is almost always 
the site of erosions and ulcerations, Delvaux ascribes 
the absence of carcinoma to a special cancer im- 
munity. While infected cicatrices are considered 
especially favorable sites for cancer by most author- 
ities, this is not true in the prolapsed cervix. 

No definite explanation for the paradox was forth- 
coming from the authorities responding to the ques- 
tionnaire, but numerous theories were advanced. 
Hamant believes that exposure of the cervix and its 
lesions to the air and the ease with which the secre- 
tions are evacuated are possible factors. Leriche 
suggested that chronic congestion and stasis of the 
prolapsed uterus may play a part. Menge pointed 
out that the evaporation of the acid vaginal secre- 
tions prevents chemical action upon the lesions of 
the cervix, thus removing the chemical irritants 
which might ordinarily lead to  cancerization. 
Forgue stated that procidentia occurs only in women 
of advanced years who have already passed the 
cancer age. Grégoire and Savariaud believe that 
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infections of atrophic prolapsed uteri are uncommon 
and hence are not subjected to the cancerization 
influence of micro-organisms. Lumiere suggested 
that trauma may mechanically destroy the tissues 
of the prolapsed cervix which ordinarily would 
undergo malignant degeneration. This divergence 
of opinion as to the probable cause of cancer im- 
munity of the cervix in procidentia leads the author 
to urge a more careful study of the problem. He 
suggests that, having once discovered the reason 
for the apparent cancer immunity, investigators 
might more easily discover the cause of cancer itself. 
Harowp C. Mack, M.D. 


Esguérra Goméz, A., and Esguérra Goméz, G.: 
Roentgen Control in Radium Therapy of the 
Uterus (El control radiografico en la curieterapia 
uterina). Rev. méd. de Colombia, 1930, i, 203. 

There has been a great deal of variability in the 
results of radium treatment of the uterus for epi- 
theliomata, fibromata, metritis, and metrorrhagia. 

The authors attribute it to lack of uniformity in the 

application of the radium. When, in the treatment 

of epitheliomata of the skin, the tubes were held in 
place by bandages, the results were satisfactory in 
only 18 per cent of the cases, but since the use of 

Columbia paste, which holds the tubes firmly in 

place, the treatment has been successful in 60 per 

cent of cases. Tubes inserted in the uterus may also 
slip out of place so that the irradiation is not applied 
as intended. To prevent this, repeated roentgen 
examinations should be made and the tubes restored 
to place if they have slipped. Anteroposterior and 
lateral roentgenograms should be taken. The au- 
thors believe that, with such roentgen control, 
radium treatment of the uterus will be more uniform 
and much more favorable. 

AuprREY Goss Morcan, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Migliavacca, A.: The Antagonism of the Male and 
Female Sex Glands. Researches on the Ovary 
(L’antagonismo delle ghiandole sessuali maschili e 
femminili. Richerche sull’ovaio). Riv. ital. di ginec., 
1930, xl, 415. 

The author studied the histological changes in the 
ovaries of experimental animals following the injec- 
tion of varying doses of testicular extract. He noted 
that small doses stimulated the development of the 
follicles whereas large doses led to an increase in the 
cortical connective tissue and follicular changes. 
Relatively large doses caused atresia of the follicles 
and an increase in the tunica albuginea which formed 
a wide compact stratum of cortical connective tissue. 
The author believes that this increase in the tunica 
albuginea may prevent extrusion of the mature 
ovum, thereby explaining the temporary sterility 
which follows the injection of testicular extract. 

With regard to the use of testicular extract in 
gynecology, the author suggests that the stimulating 
effect of small doses of the extract might be of value 
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in infantilism, hypoplasia, and amenorrhea, and the 
depressant effect of larger doses of value in ovarian 
dysfunction, especially that associated with excessive 
menstruation. Peter A. Rost, M.D. 


Introzzi, A. S.: A New Surgical Procedure for the 
Treatment of Sclerocystic Ovaritis; Its Basis, 
Technique, and Results (Nuevo procedimiento 
quirargico para el tratamiento de la ovaritis esclero- 
quistica; sus fundamentos, técnica y resultados 
obtenidos; conclusions derivades del mismo). Bol. 
inst. de clin. quir., 1930, Vi, 277. 

Introzzi finds that no adequate treatment has yet 
been suggested for sclerocystic ovaritis although 
this condition is a well-defined clinical entity. The 
procedure described in this article, which is based 
on a study of the ovarian arteries, veins, and nerves, 
was suggested by recent progress in the surgery of 
the sympathetic nervous system. 

Sclerocystic ovaritis has been ascribed to infec- 
tion, neuropathic conditions, congestion, and dis- 
turbances of the sympathetic nervous system, but 
none of these theories is sufficient alone to explain 
its pathogenesis. In Introzzi’s opinion, the theory 
ascribing it to disturbances of the sympathetic 
nervous system is the most acceptable as it explains 
the attacks of pain, the constant reflex symptoms, 
and the menstrual disturbances. Moreover, it has 
been supported by a series of anatomical and anat- 
omopathological investigations and, unlike the 
other theories, has been confirmed by therapeutic 
results. 

As in every condition not entirely understood, the 
treatments employed in sclerocystic ovaritis have 
been very numerous. The non-surgical procedures 
include the administration of sedatives and anti- 
spasmodics, hygienic measures, opotherapy and 
specific treatment, heliotherapy, and irradiation with 
ultraviolet and infrared rays. The results of all of 
these methods have been variable. The surgical 
procedures may be divided into three main types: 
those directed to the ovary, such as ignipuncture 
and partial resection; those directed simultaneously 
to the ovary and uterus; and those directed to the 
sympathetic system. While sympathectomy—par- 
ticularly Cotte’s method, resection of the presacral 
plexus—has been done rather extensively, Introzzi 
emphasizes that the ovary is innervated by the 
spermatic plexus and as there is no anastomosis 
between this plexus and the plexus which follows 
the uterine blood vessels, ‘+ is impossible to produce 
an effect on the ovarian nerves by sectioning the 
presacral plexus. 

Introzzi’s operation, which has been performed in 
five cases, consists in resection of the utero-ovarian 
vasculonervous fasciculus. A low Pfannenstiel lapa- 
rotomy is done and the internal genitalia are care- 
fully explored. If the diagnosis is confirmed and 
there is no concomitant affection which might 
explain the pain, the hilovarian ligament is held 
tense and an incision about 4 c.m long is made with 
the bistoury in the peritoneum at the level of the 
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free edge of this ligament. The serosa is then sep- 
arated from the anterior and posterior sides of the 
ligament to its base with a blunt instrument. All 
of the elements of the vasculonervous fasciculus are 
resected to an extent of 2 cm., their ends are ligated, 
and, with the same blunt instrument, the small 
amount of fatty tissue which may remain at the base 
of the ligament is divided. The absence of hemor- 
rhage having been confirmed (if the operation is 
performed properly no vascular injury will occur), 
the peritoneal wound is closed. The ligament on 
the other side is treated in the same way. After 
prophylactic appendectomy the abdominal wall is 
closed in layers. 

The five cases in which this operation has been 
performed were uncomplicated by genital infection. 
After the second postoperative menstrual period 
there was complete cessation of the pain and other 
disturbances. 

Introzzi finds anatomical, physiopathological, 
anatomopathological, and therapeutic bases for his 
operation. From its results he draws the following 
conclusions: 

1. The only cause of the clinical syndrome of 
sclerocystic ovaritis is unquestionably the ovarian 
lesion. 

2. The ovary acts on the rest of the genital sys- 
tem through the agency of the nervous system, the 
afferent or centripetal ramification of which can be 
no other than the utero-ovarian plexus. The distant 
functional and pain reflexes are explained by ana- 
tomical relationships between the spermatic plexus 
and the renal and intermesenteric plexuses and 
between these and the lumbar and hypogastric 
plexuses. 

3. The irritative foci in the ovary are probably 
lesions in the region of the ovarian nerve bundles. 

4. The metrorrhagia of several hours’ duration 
which occurred about forty-eight hours after the 
operation in all of the five cases reviewed was due to 
an intense vasodilatation in the uterine mucosa 
which was dependent upon the close relationship 
between the ovarian nerve elements and the vaso- 
motor system of the uterine mucosa. 

5. Ovarian function is not altered in the slightest 
as a result of the enervation; on the contrary, it 
regains its lost rhythm. 

6. When the diagnosis has been established, 
operation should be performed as soon as possible. 

MARGUERITE P. SLOAN. 


Meyer, R.: The Variety of Ovarian Tumor That 
Leads to Masculinization (Ueber die Art der 
zur Vermaennlichung fuehrenden Ovarialtumoren). 
Zischr. f. Geburish., 1930, xcvili, 149. 

The assumption that masculinization is caused by 
ovarian tumors is confirmed when refeminization 
occurs after extirpation of the tumor, even if re- 
currence develops. Disagreeing with MHalban’s 
theory, the author claims that these tumors belong 
to a special variety and that recognition of their 
peculiarity becomes difficult only after retrogressive 
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changes have set in. He divides them into three 
groups: “adenoma tubulare testiculare ovarii,”’ 
atypical forms, and transitional forms. 

1. ‘Adenoma tubulare testiculare ovarii.’’ Of the 
cases of the morphologically simplest forms re- 
ported by Pick, Schickele, and Neumann, mascu- 
linization occurred in only one, that reported by 
Neumann, in which the tumor showed an astonish- 
ing richness of transitional cells and resembled an 
adenoma of the testis. To the same group belong 
cases of adenoma tubulare partim, the carcino- 
matosum ovarii of Meyer, Neumann, Priebatsch, 
and Popoff, which show neither congenital her- 
maphroditism nor later masculinization. Two new 
cases to be added to the group are those of Blair Bell 
and Berner, which showed distinct masculinization. 
Masculinization has therefore occurred in about 
one-third of the cases of this group. 

2. Atypical forms of tumors. As neoplasms in 
this group are frequently reported as sarcomata, it is 
impossible to collect them from the literature. It is 
certain, however, that those reported by Moots, 
Stuebler-Brandess, and Halban were of this type. 
Others have been described by Strassmann, Wagner, 
Kleinhans, Kraus, and Geisler. All showed a striking 
tendency toward retrogression (hamorrhages in the 
tissues, softening, liquefaction, cavity formation, 
parts resembling cystoma, epithelial cysts). Difiuse 
cell proliferation causes them to resemble sarcomata. 
The tubules, irregularly provided with varying 
lumina, are often recognized with difficulty. All 
cases show masculinization. 

3. Transitional forms. The author cites inter- 
mediate cases of tubular and atypical tumors re- 
ported by Meyer, Bauer, Hoeft, and Moraller which 
showed varying degrees of sexual transformation. 

Although the cases of Pick, Schickele, Blair Bell, 
and Neumann are to be regarded as cases of con- 
genital ovariotestes, experience has demonstrated 
that masculinization in later life from the influence 
of ovarian tumors on internal secretion is least fre- 
quent in cases of the tubular forms of tumor which 
most closely resemble normal testicular tissue and 
most frequent in cases of tumors which deviate 
farthest from this tissue and show definitely im- 
mature cells. Between these extremes there are 
intermediate cases. We are at first surprised by 
what experience has shown us. Nevertheless 
masculinization is absent in testicular hermaph- 
rodites. The author calls attention to the inferiority 
of these gonads. In cases with masculinization, how- 
ever, it is not immediately clear whether the persons 
were zygotically hermaphroditic or whether pre- 
viously indifferent sex-gland epithelium later veered 
in the male direction. 

In the second part of the article the author dis- 
cusses the different kinds of blastomata of the sex- 
gland epithelium, in the ovaries and their function— 
lutein-cell tumors, granulosa-cell tumors, large-cell 
carcinomata of the ovary and testicle, tumors of the 
normally unutilized epithelium of the ovary, and 
tumors of the medullary epithelium and rete ovarii. 
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1. Lutein-cell tumors. The cases of lutein-cell 
tumors which have been reported in the literature 
to date have not been verified. 

2. Granulosa-cell tumors (folliculoma, folliculoid 
form of granulosa-cell tumors). The endocrine 
function of this variety of tumor is specifically 
feminine (hypertrophy of the uterus, glandular 
hyperplasia of the endometrium). These tumors 
are an important factor in the early maturity of 
children. 

3. Large-cell carcinoma of both kinds of sex gland, 
ovary and testis—the so-called seminoma or dis- 
germinoma. These tumors are found in true 
hermaphrodites, pseudohermaphrodites, non-her- 
maphroditic males, and non-hermaphroditic females. 
They are discovered especially often in young 
persons. They originate in the neutral germinal 
epithelium in which, in embryonic life, the capacity 
for differentiation was decreased, but the capacity 
for proliferation was increased. Such germinal 
epithelium is neither male nor female nor hermaph- 
roditic, but inferior, disgerminal. The tumors may 
be called disgerminomata. 

4. Tumors of the normally unutilized epithelium 
of the ovary, superficial epithelium. These neo- 
plasms include the cystoma_ cylindro-cellulare 
serosum (cilio-epitheliale), the cystoma serosum, the 
cystoma papillomatosum in a histologically benign 
and destructive form, and the solid carcinoma with 
and without cysts and papille. 

The question arises whether women who have 
tumors that lead to masculinization are of an inter- 
mediate sex. There is a very evident difference be- 
tween congenital hermaphroditism, found usually in 
individuals possessing testes (80 per cent of the 
cases), and postfetal sex reversal in persons who 
apparently possess only ovaries (20 per cent of 
ovarian hermaphrodites). The question is: Are 
these (obligate or facultative) sex-gland hermaph- 
rodites zygotically male or female? As yet, this 
question cannot be answered. 

Hans O. NEUMANN (G). 


MISCELLANEOUS 


Gauss, C. J.: The Clinical Picture of Temporary 
Roentgen Amenorrhoea (Die Klinik der tem- 
poraeren Roentgenamenorrhoea). Sirahlentherapie, 
1930, XXXVii, 511. 


Gauss prefers the term “temporary roentgen- 
menolysis” to the term ‘“‘temporary roentgen castra- 
tion. 

Following a discussion of the historical develop- 
ment of temporary roentgen menolysis, the author 
takes up the question of dosage. Instead of giving a 
series of small doses until the desired result is 
secured, he has adopted the practice of giving the 
determined amount at one sitting. The dose for 
the one-dose treatment is given by different roent- 
genologists at from 25 to 30 per cent of the skin- 
erythema dose. Gauss prefers a technique adapted 
to the individual case. He usually measures the 
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dosage by means of an iontoquantimeter introduced 
into the vagina, and administers it through one or 
two large fields. He recommends the Kadisch 
dosage tables as a control. 

With regard to the course and clinical picture of 
temporary roentgen amenorrhoea, Gauss says that 
two or three menstrual periods follow the irradiation. 
The duration of the amenorrhcea provoked has 
varied from four weeks to three and one-half years. 
Women under thirty-five years of age require higher 
dosages for the desired effect than older women, and 
an enduring amenorrhoea is secured more quickly 
with the same dosage in older women than in 
younger women. Vasomotor disturbances occur in 
about 87 per cent of the cases. Reports regarding 
the effect of the treatment on sex feeling are at 
variance. Trophic disturbances in the genital 
organs have not been observed. The use of tem- 
porary roentgen menolysis for contraception is not 
permissible. The procedure is of value chiefly in 
general diseases which would be made worse by 
menstruation (pulmonary tuberculosis, menstrual 
psychosis, hemophilia). Good results have been 
obtained with it also in juvenile menorrhagia. In 
preclimacteric bleeding it has not been so satisfac- 
tory as it frequently results in permanent amenor- 
rhoea. 

In cases of myoma in the young it results in 
a cure in ot per cent (Wintz). A new application 
is in endometriosis. When the condition is not a 
simple tarry cyst, temporary roentgen menolysis 
may be tried. The chief condition in which it may 
be enployed is inflammation of the adnexa with or 
without hemorrhage. Besides stopping the hamor- 
rhage, it exerts a specific effect on the inflammatory 
mass which is manifested by quick relief of the 
pain and a decrease in the size of the mass. The 
only contra-indication is possible injury to sub- 
sequent progeny. It is not to be used to produce 
sterility. 

In women under thirty-five years of age the inci- 
dence of unintentionally induced permanent amenor- 
rhoea is about 4 per cent; in older women it is higher. 
Following the period of temporary amenorrhcea, 
sterility and a tendency toward abortion are noted 
in a high percentage of cases, but the data are 
not sufliciently extensive to indicate whether the 
roentgen treatment or the illness treated is respon- 
sible. ‘i 

While injury to an embryo can be prevented by 
proving the absence of pregnancy before the treat- 
ment is undertaken (Aschheim-Zondek test, cur- 
ettage), the problem of possible injury to the ovum 
is not so easily solved. In a review of the entire 
medical literature of the world, only one proved 
instance of injury to an ovum which was fertilized 
early, and only a few cases of injury of ova fertilized 
late were found. The frequency of malformations 
is no greater than in unirradiated women. How- 
ever, an early injury is possible. Therefore preg- 
nancy should be prevented during the first five 
months after the application of the treatment or, if 
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it occurs, it should be interrupted. Late injuries 
have not been satisfactorily proved in the human 
being, but are not impossible. Therefore the treat- 
ment should be used only in the cases of women who 
are sterile and will remain so (adnexal inflammation, 
large myomata, endometriosis) and women for whom 
operation is contra-indicated. ScHoEnic (G). 


Finucci, V.: A Case of Dermoid Cyst Free in the 
Pouch of Douglas (Su di un caso di cisti dermoide 
libera nel Douglas). Ann. ital. di chir., 1930, ix, 
1186. 


A woman forty-five years of age entered the hos- 
pital on account of attacks of acute abdominal pain. 
Examination disclosed a cystic tumor filling the 
pouch of Douglas. A diagnosis of cyst of the ovary 
with a long pedicle was made. At operation the 
tumor was found to be about the size and shape of a 
goose egg. It had no connection with the ovary, and 
even microscopic examination showed no trace of a 
pedicle. It was filled with long blond hair and con- 
tained a tooth and a piece of compact bone about 
the size of a pea. 

This was a dermoid cyst of the ovary lying free 
in the pouch of Douglas. It probably originated from 
the right ovary as the latter showed small cysts 
whereas the left ovary was normal. The cyst was 
loosely adherent to the peritoneum. While it might 
have had a pedicle connecting it with the ovary 
originally, the author believes it was separated from 
the ovary by auto-amputation since there were no 
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signs of a pedicle and there had been no clinical 
signs of torsion or rupture of a pedicle. 
The patient made an uneventful recovery. 
AuprEY Goss Morcan, M.D. 


Meaker, S. R.: A Survey of Causative Factors in 
Sterility. Am. J. Obst. & Gynec., 1930, xx, 749. 


Modern research has shown that sterility is usually 
due to the combined influence of multiple factors 
which depresses fertility below the threshold of con- 
ception. 

About one-third of all demonstrable causative fac- 
tors are extragenital conditions of constitutional de- 
pression which lower the inherent fertility of the 
gametes. In nearly 9o per cent of sterile matings 
such conditions are operative in one or both part- 
ners. In the male, they are usually more important 
than abnormal local conditions. 

About one-third of all demonstrable causative fac- 
tors are present in the male and two-thirds in the 
female, but in more than go per cent of clinical cases 
there is some division of responsibility between the 
male and female. 

A radical revision of older ideas of the causation of 
sterility requires the establishment of new standards 
for the complete diagnostic study of the sterile mat- 
ing. Thorough investigation points the way to ade- 
quate treatment. In the author’s cases, modern 
treatment has given successful results in more than 
twice as many cases as previous methods. 

E. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Meyer, S.: Extra-Uterine Pregnancy Near Term 
and Infected (Grossesse extra-utérine prés du 
terme et infectée). Rev. franc. de gynéc. et d’obst., 
1930, XXV, 739. 

A nullipara thirty-six years of age had had normal 
menstruation until April, 1929. In the period from 
April to September, bleeding occurred frequently. 
In January there was a small daily hemorrhage of 
bright blood without clots. In the beginning of 
April, 1930, the bleeding continued for four days 
and resembled normal menstruation. Between April 
and September vomiting occurred frequently and 
there was intermittent swelling of the breasts. In 
April, 1930, colostrum was secreted. After Septem- 
ber, 1929, the abdomen increased in size. The pa- 
tient had noted fetal movements in November and 
December, 1929, but not since then. On April 7, 
1930, She began to have a continuous but not very 
intense pain in the kidneys, which radiated to the 
buttocks and the posterior surface of the thighs. 
On May 5, when all of the examinations had 
been completed, the author concluded that the pa- 
tient was in about the eighth or ninth month of 
pregnancy; that the fetus was dead and its death 
had probably occurred in December, 1929, when the 
patient had nephritis; that the pregnancy might be 
intra-uterine or extra-uterine; and that the febrile 
condition was due to infection of the fetus only. 
Although renal elimination was very deficient and 
there was a severe uremia, operation was indicated 
by the menace of the infection of the fetus. 

Operation by the vaginal route was rejected be- 
cause the cervix was far forward behind the symphy- 
sis and the posterior cul-de-sac was enormously 
inflated. On May 8, after forty-eight hours’ prep- 
aration, an incision was made on the left side below 
the umbilicus. When the peritoneum was opened, 
the bladder was seen to be high and toward the 
right. In front of the tumor the peritoneum was 
walled off by loose adhesions, but on the lower half 
of the posterior surface of the tumor the adhesions 
were very firm. The peritoneum being protected, 
the tumor was opened. A fetus between eight and 
nine months old was extracted. It was in a state of 
anaérobic infection. The pocket which contained it 
was partially exteriorized and found not to be the 
uterus. The uterus, somewhat enlarged, was on the 
right toward the front. The right adnexa had been 
removed at an earlier operation. The pocket de- 


scended very low in the lesser pelvis and adhered 
to the sigmoid. Hysterectomy was done, but enu- 
cleation of the pocket was impossible. 

The first ten days after the operation passed 
without incident. The first Mikulicz drain was re- 
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moved on the eighth day. On about the tenth day 
the feces filtered through the wound. The wall had 
given way. On the twentieth day the patient began 
to take nourishment, and on the seventy-eighth day 
she left the hospital with a small fistula in the wound 
and a rectovaginal fistula. 

Macroscopically, the wall of the fetal pouch 
seemed to be composed of preformed tissue. His- 
tological examination showed that it contained 
more or less dissociated, muscular tissue, very 
vascular connective tissue, extensive infiltrations 
and necroses, and numerous calcareous deposits. 
The condition was probably an ampullar tubal 
pregnancy or a tubo-abdominal pregnancy. The 
fetal infection must have been of long standing. 
The patient had had fever for three weeks at least. 
The maceration of the fetus and placenta was ad- 
vanced. The cord, completely necrotic, tore at the 
least touch. The pus contained Gram-positive cocci 
in chains and Gram-negative bacilli. In cultures, 
the latter were identified as colon bacilli. The 
author believes that the infection reached the fetus 
from the intestines by way of adhesions or the 
lymphatics. PACE. 


Collip, J. B., Thomson, D. L., McPhail, M. K., and 
Williamson, J. E.: The Anterior-Pituitary- 
Like Hormone of the Human Placenta. Cana- 
dian M. Ass. J., 1931, XXiv, 201. 


The authors describe methods of preparing ex- 
tracts of human placentx containing an alcohol- 
insoluble principle, and compare the effects of such 
extracts on the growth and weight of the ovary, 
testis, seminal vesicle, prostate, and epididymis of 
immature and adult rats with the effects obtained 
by the implantation of pituitary glands. 

Macnus P. Urnes, M.D. 


Riviére, M.: A Comparative Microscopic Study of 
So-Called Albuminuric, Syphilitic, and Normal 
Placentz (Contribution 4 |’étude microscopique 
comparée des placentas dits albuminuriques et 
syphilitiques et des placentas normaux). Gynéc. 
et obst., 1930, xxii, 481. 

Comparative studies of placenta of women with 
syphilis and those with toxemias of pregnancy asso- 
ciated with albuminuria have shown a striking 
similarity in the microscopic structure of both 
groups. Pathological changes involving the syncytial 
elements of the placental villi, the vascular system, 
and the amnion have been described as character- 
istic of both conditions. This similarity has led to 
the statement that albuminuria during pregnancy 
is often a manifestation of maternal syphilis. 

In the study reported in this article Riviére com- 
pared a series of sixteen placenta of women with 
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albuminuria, three placente of women with chronic 
nephritis, twelve placente of luetic women, and 
nine placente from women who had had a normal 
pregnancy. Excessive proliferations of the ecto- 
blast, vascular ectasias, obliterating endarteritis, 
necrosis of the villi, and decidual hemorrhages were 
present in every series to at least an equal degree, 
and in some instances were more pronounced in 
placentae which were supposedly normal. Riviére 
therefore concludes that these so-called pathological 
changes are merely signs of senescence of the 
placenta. He believes that there are no absolutely 
specific changes which enable the pathologist to 
make an accurate differential diagnosis. In the 
placente of women with albuminuria he has found 
no evidence to support the theory that the fetal 
ectoderm is responsible for the symptoms of toxic 
states associated with pregnancy. 
Haroip C. Mack, M.D. 


Nuernberger, L.: Studies on the Intermediate Fat 
Metabolism in the Fetus (Untersuchungen ueber 
den intermediaeren Fettstoffwechsel des Fetus). 
Arch. f. Gynaek., 1930, cxlii, 93. 

The author’s studies demonstrate definitely that 
the fat of the primitive organs is formed from glyco- 
gen and consequently from carbohydrates. This 
knowledge is important from several standpoints. 
In the first place it brings us nearer to an under- 
standing of the chemical processes involved in the 
storing up of fat by the fetus. We now know that 
the fatty deposits in embryonic life are formed from 
glycogen (carbohydrates). This having been estab- 
lished, the fat metabolism of the placenta appears 
in a new light. Since the studies of Hofbauer (1905), 
it has been assumed that the fetus receives its fat 
from the mother, the placenta serving as the medium 
of transport. This theory must now be modified. 
While it can scarcely be doubted that fat or its split- 
products pass through the placenta to the fetus, 
this fat is not deposited in the fetus, but is probably 
used in other ways. The fetus builds up its own fat 
deposits from carbohydrate (glycogen). 

The author’s findings offer further proof that fats 
may be elaborated from carbohydrates. The pos- 
sibility of the formation of fats from carbohydrates 
is today universally admitted, but previously this 
was merely assumed from the findings of feeding, 
metabolic, or chemical studies on animals. In man, 
the formation of fats from carbohydrates was 
demonstrated only by estimations of the respiratory 
quotient by Baumgardt and Steuber. Up to the 
present time the morphological demonstration of 
fat formation from carbohydrates in man has been 
lacking. Von Gierke reported that he had never 
been able to demonstrate the presence of glycogen in 
the fatty tissues of man, and Nuernberger has been 
unable definitely to demonstrate the presence of 
glycogen in bits of fatty tissue removed at operation. 
Therefore it still remains to be determined whether 
the intermediate fat metabolism in the adult differs 
from that in the fetus. Hans O. NEUMANN (G). 
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Caffier, P.: The Treatment of Hyperemesis with 
Sugar and Insulin: Empirical Experience and 
Theory (Empirie und Theorie der Hyperemesishe- 
handlung mit Zucker und Insulin). Zentralbl. /, 
Gynaek., 1930, Pp. 723. 


Systematic combined insulin-dextrose therapy 
was given in twenty cases of hyperemesis gray- 
idarum. Interruption of the pregnancy was neces- 
sary in only one case and in this instance was 
indicated, not by the hyperemesis, but by Landry’s 
paralysis. 

After the first vomiting the taking of nourishment 
of any sort by mouth or by rectum was stopped. 
On the following day, after a cleansing enema, a drip 
clyster of from 30 to 50 gm. of dextrose in from 300 
to 500 c.cm. of water was given, and about fifteen 
minutes later from 1o to 15 units of insulin were 
injected. Feeding by mouth was not recommended 
until one day after complete cessation of the 
vomiting. It was then begun cautiously with 
fluids and solid food was added gradually. 

In six cases this treatment was completely suc- 
cessful; the vomiting ceased and the patients felt 
well. Good results were obtained also in two other 
cases, but the patients left the clinic within the first 
eight days, before the conclusion of an adequate 
period of careful clinical observation. In two other 
cases a similar reaction was obtained, but in one 
of them spontaneous abortion resulted fourteen 
days after the patient’s admission to the clinic, and 
in the other hypoglycemic shock occurred. {n five 
cases an immediate cure was followed later by 
recurrence, but the recurrence yielded to repetition 
of the treatment. In one case criminal abortion 
was done, and in another, spontaneous abortion 
occurred. 

In five cases the treatment failed. In two of 
these, hypoglycemic shock appeared; in 2, there 
was an accompanying icterus, and in one, abortion 
resulted. In four of the five cases a cure was ob)- 
tained by dietetic and psychic treatment, and in one, 
by abortion. The fact that hypoglycemic shock 
occurred twice and hypoglycemic conditions 3 
times indicates that the combined dextrose-insulin 
therapy should be carried out only in the clinic. 

Following a discussion of the theory of this treat- 
ment the author concludes that not only the glyco- 
gen-fixing action of the insulin, but also stimulation 
of the hunger sensation plays an important role. 
He suggests that it might be advisable to replace 
the dextrose with levulose which the body can utilize 
more easily. HartTMANN (G). 


Smith, C. T., and Kinlaw, W. B.: Clinical Con- 
sideration of an Anzmia of Pregnancy and the 
Puerperium. Ann. Int. Med., 1931, iv, 939. 


Anemia of pregnancy and the puerperium has 
been established as a definite entity. To merit this 
classification, all other causes of anemia except 
pregnancy, such as hemorrhage, sepsis, syphilis, 
primary pernicious anemia, and leukemia, must be 
excluded. The onset is insidious in the latter wecks 
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of pregnancy and is characterized by weakness, 
dyspnoea, headache, palpitation, dizziness, oedema 
of the feet, and occasionally an associated toxemia 
of pregnancy. The relationship of the condition to 
pernicious anemia is close, but no recurrence inde- 
pendent of pregnancy has been reported. The 
symptoms may resemble those of the toxemia of 
pregnancy. 

The possibility of puerperal anemia must be kept 
in mind in the cases of women with fever, albu- 
minuria, and toxemia after pregnancy. When this 
type of anemia is present these symptoms promptly 
respond to treatment of the anemia. No clinical 
evidence of syphilis was found in any of the twenty- 
two cases reviewed. 

The treatment depends upon the indications in 
the individual case. Blood transfusion is advisable 
if the anemia is severe and the patient is very ill, 
and liver extract with hydrochloric acid if achlor- 
hydria is present. Large doses of iron may also be 
given. The response is very satisfactory. Recur- 
rence will not develop unless the patient becomes 
pregnant again and possibly not then. 

Macwnus P. Urnes, M.D. 


Stieglitz, E. J.: Nephritis in Pregnancy. Am. J.Obst. 
& Gynec., 1931, Xxi, 26. 

Stieglitz reports fifty-five cases of nephritis in 
pregnancy which he divides into the following three 
groups: 

Group 1. The nephritis of pregnancy or the syn- 
drome of renal fatigue in pregnancy, which is charac- 
terized by a rather abrupt onset at about the eighth 
month, a mild course, a good prognosis, and a 
moderate arterial hypertension (average, 153/97). 
Forty per cent of the author’s cases were in this 
group. 

Group 2. Eclamptic or pre-eclamptic intoxica- 
tion, characterized by an abrupt, explosive onset 
after about seven and a half months, profound 
intoxication of the liver and brain, a higher arterial 
hypertonia (average, 185/115), and an unfavorable 
immediate prognosis but a fairly good future prog- 
nosis. About 22 per cent of the author’s cases were 
in this group. 

Group 3. Nephritis in pregnancy with pre-existing 
vascular and/or renal disease, characterized by a 
very early onset of symptoms (after about five and 
three-quarter months), severe diastolic hypertonia 
(average, 194/148), and a fairly good immediate 
prognosis but a very poor future prognosis. Forty 
per cent of the author’s cases belonged in this group. 

The fetal mortality was highest (60 per cent) in 
the cases in Group 3. 

Pregnancy induces a permanent exacerbation of 
pre-existing arteriolar and renal lesions. 

A fourth group of cases of nephritis associated 
with pregnancy is made up of those with other com- 
plications such as cardiac disease, thyrotoxicosis, 
and infection. 

The author emphasizes the importance of careful 
evaluation of the renal reserve, the significance of 
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diastolic hypertonia, the proper classification of the 
types of nephritis, and the management of cedema, 
albuminuria, anemia, and hypertension. Effective 
therapy depends upon recognition of the type of the 
renal disease, consideration of the causative factors 
of the renal injury and the basic physiological 
changes occurring in the patient, and measures for 
rehabilitation. E. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Rudolph, L., and Ivy, A. C.: The Co-Ordination of 
the Uterus in Labor. Am. J. Obst. & Gynec., 1931, 
xxi, 65. 

The authors report two cases of asymmetrical con- 
traction of the uterus in labor. These cases raised the 
question of the mechanism concerned. A review of 
the embryology, comparative anatomy, and physi- 
ology of the uterus shows that this organ has a 
bilateral origin and that the two halves, except where 
fused, act more or less independently. On fusion, a 
correlating mechanism becomes manifest. 

In a study of a type of co-ordinated activity 
manifested by the portpartum uterus of the dog, the 
authors found an intrinsic and an extrinsic mecha- 
nism, the former in the uterine wall and the latter in 
the uterovaginal ganglia. The former is the more 
important. The dog’s uterine motor mechanism in 
situ manifests the phenomena of refractory period 
and ‘“‘summation.” 

The irregularity in the uterine motility, obliquity 
of the uterus, in the two clinical cases reported and 
other types of abnormal motor activity are explained 
on the basis of a functionally defective co-ordinating 
mechanism. 

In the discussion of this report, STEIN stated that 
he has verified asynchronous contraction of the tubes 
in the cornua of the human uterus with lipiodol. 

FALLs said that the human uterus is fundament- 
ally a bicornate uterus, and that clinical evidence of 
bicornuosity in the human uterus is found much 
more frequently than the textbooks on obstetrics 
suggest. 

Davis stated that irregular contractions of the 
uterus are frequently mistaken for fibroids. 

FE. L. CorneEtz, M.D. 


Kapel, O.: Clinical Experience with Obstetrical 
Anesthesia Induced by the Administration of 
a Barbital Derivative in Conjunction with 
Synthetic Pantopon (Expériences cliniques sur 
Vanesthésie obstétricale par un dérivé barbituriqué 
associé au pantopon synthétique). Gynéc. et obst., 
1930, XXli, 505. 

Kapel reviews 300 obstetrical cases in which 
numal (a barbituric compound) and nirvapon (syn- 
thetic pantopon) were administered intravenously 
for the induction of anesthesia. The results, al- 
though far from ideal, were very satisfactory in the 
great majority and far surpassed those of other 
intravenous methods. The solution contained 9.2 
ctgm. of numal and 1.6 mgm. of pantopon per cubic 
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centimeter. The dosage used was 4 to 5 c.cm. of 
this solution, the amount injected being determined 
by the effect obtained. The injection was made 
very slowly, requiring at least two minutes, and was 
discontinued as soon as the patient became semi- 
conscious, stated that she felt no pain, and fell into a 
light sleep. The patients varied in their susceptibil- 
ity to the drugs. The majority fell asleep after the 
injection of 4.5 c.cm., but in the cases of 16 an addi- 
tional injection of from 1 to 2 c.cm. was made be- 
cause sleep failed to occur within from five to ten 
minutes after the initial injection, and in the cases 
of 12 the effect of the drugs had worn off before 
delivery, a second injection of 2 c.cm. therefore 
being necessary. 

Excellent results were obtained in 86 per cent of 
the cases, the patients experiencing no pain but re- 
taining varying degrees of consciousness. In 7 per 
cent the patient became violently agitated after the 
injection, but experienced no pain. In another 7 
per cent the results were poor. 

In the cases of primipare the best results were 
obtained when the cervix was dilated 7 cm. or the 
greater diameters of the fetal head had entered the 
pelvis. In the cases of multipare the optimal time 
was when the cervix had dilated 5 cm. In the pres- 
ence of normal uterine contractions a transitory 
cessation of contraction was occasionally noted, and 
when the injection was made during uterine inertia 
the inertia was prolonged. In the cases of elderly 
primipare and multipare, uterine contractions 
ceased immediately after the injection. This effect 
was noted also in 2 cases with elevated temperatures. 
In 28 cases in which labor was definitely prolonged 
an increased tendency toward postpartum hemor- 
rhage was apparent. 

While the effect upon the mother was harmless in 
every instance, transient asphyxia was observed in 
the majority of infants and in 2 instances of severe 
asphyxia the results were fatal. The mothers of both 
of the infants which died of asphyxia and those of 
others with severe asphyxia had albuminuria. The 
presence of albuminuria in the mother constitutes a 
definite contra-indication to the use of the drugs as 
maternal toxemia leads to a high frequency of fetal 
asphyxia regardless of the type of anesthetic used. 
Numal and nirvapon exercise a depressing effect 
upon the fetal respiratory center and therefore in- 
crease the risk to the fetus in the presence of tox- 
zmias. 

While the author considers the results gratifying 
on the whole, he advises against the use of the 
method in private practice because of the danger 
to the fetus. However, in its prolonged action and 
the complete anesthesia obtained it is superior to 
other similar methods. 

Kapel concludes his report by emphasizing that 
the procedure is contra-indicated in the cases of 
primipare over thirty years of age, primary uterine 
inertia, elevation of the temperature, abnormal 
presentations of the fetus, and maternal nephritis. 
Harotp C. Mack, M.D. 


Clemente, D.: Complete Spontaneous Rupture of 
the Uterus in Labor, Vesico-Uterine Fistula, 
Recovery (Rottura completa spontaneo di utero in 
travaglio, fistola vescico-uterina, guarigione). Poli- 
clin., Rome, 1931, Xxxviii, sez. prat., 113. 

The case reported was that of a multipara thirty- 
seven years of age. Spontaneous complete rupture 
of the uterus during labor was caused by a shoulder 
presentation. Seven hours after the rupture sub- 
total hysterectomy was done. The operation was 
followed by necrosis with the formation of a vesico- 
uterine fistula. Operation was performed on the 
fistula by the vaginal route a month later. It con- 
sisted of bilateral section of the cervix, freshening 
and suture of the endocervical fistulous orifice, resec- 
tion of the mucosa and the muscular tissue of the 
lips of the cervix, and closure with catgut. The 
resulting adhesions, however, were only partial. Ata 
second operation, the tissues of the fornix were 
freshened and sutured with catgut. Complete re- 
covery resulted. WiturAM W. Waitetock, Px.D. 


Audebert, J. L.: Procidence of Limbs (La procidence 
des membres). Rev. frang. de gynéc. et d’obst., 1930, 
XXV, 734. 


The term “procidence” signifies the descent, 
before the presentation, of a fetal part not belonging 
to the presentation. In the presentation of the 
shoulder, the descent of the arm is a prolapse, not 
a procidence. Procidence of the foot is very rare, 
whereas procidence of the upper limb is more 
frequent. According to Winckel, procidence occurs 
only once in 500 vertex presentations and 6 times in 
100 face presentations. The diagnosis may be made 
by palpation. The author reports a case of pro- 
cidence of an arm complicated by contracted pelvis 
and hydramnios. Under these conditions the upper 
passage was not completely obstructed by the pres 
entation and procidence was favored by premature 
rupture of the membranes and the discharge of the 
excessive amount of amniotic fluid. Other factors 
favoring procidence are faulty presentations, small 
size of the fetus, twin pregnancy, and non-accom 
modation. Engagement depends on the degree and 
the site of the procidence, the size of the child, and 
the procidence of the cord. If engagement occurs 
in spite of procidence, the head may be blocked, the 
presence of the limb preventing rotation. 

Labor complicated by procidence is often painful 
and slow. If the diagnosis is made early and the 
proper measures are taken, the maternal prognosis 
is not unfavorable. In procidence of the cord, the 
prognosis for the fetus depends on the speed with 
which operation relieves asphyxia. The procident 
limb may be traumatized, epiphyseal separations 
may occur, and plaques of gangrene may develop on 
the head. The fetal mortality from all of these 
causes amounts to 20 per cent. 

If the procidence occurs at the beginning of labor 
and the amniotic sac is not broken, the woman 
should be placed in the Trendelenburg position. In 
many cases spontaneous reduction will then occur. 
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When the amniotic sac has broken, the limb must 
be put up above the corresponding parietal prom- 
inence. The author has devised a maneuver by 
which this may be accomplished either externally 
or internally. The elbow is sought to discover the 
direction in which it bends, pressure is then made, 
and the forearm is drawn up. 

In other cases, as in the case reported, the con- 
ditions permit immediate termination of the labor 
by version. In the application of forceps care must 
be taken not to seize the limb with the instrument. 
In some cases basiotripsy is necessary. Pubiotomy 
should not be attempted. Sometimes cesarean sec- 
tion is indicated. A tape should be placed on the 
procident hand. PAce. 


Edgecombe, K.: Dystocia Due to Idiopathic Dilata- 
tion of the Fetal Urinary Tract. J. Obst. & 
Gynec. Brit. Emp., 1930, xxxvii, 832. 

In the case reported, that of a woman thirty-six 
years of age, the head of the child was easily ex- 
tracted with the forceps, but its body could not be 
delivered even with strong traction. A diagnosis of 
fetal ascites was made and the child extracted after 
perforation of its abdomen through the thorax. 
The mother recovered. 

At autopsy on the child, partial persistence of the 
primitive cloaca and an imperforate anus were 
found. The whole urinary system was dissected out 
and removed intact. The bladder was enormously 
dilated and the walls considerably thickened. It 
formed a tumor measuring 6% in. from side to side, 
4in. from above downward, and 2% in. from before 
backward. It was divided roughly into three main 
parallel cavities and one accessory cavity. The 
central cavity represented the original organ, while 
the two lateral sacculations carried the orifices of 
the ureters. The ureters were considerably dilated 
and tortuous. At the widest part their diameter was 
0.07 in. The kidneys showed a considerable degree 
of hydronephrosis. The urethra presented no 
stricture or congenital abnormality, but there was 
marked phimosis with swelling of the lips of the 
urethra. 

The author states that the only possible cause of 
obstruction in the urinary tract was the phimosis, 
and it is doubtful whether that was sufficient to 
produce the degree of dilatation which had occurred. 
He therefore attributes the condition to a defect in 
the musculature or the innervation. 

Goopricu C, ScHauFrFLer, M.D. 


Ferro Diaz, L. M.: Segmental Transperitoneal 
Ceesarean Section (La operacién cesdrea trans- 
peritoneal segmentaria). Repert. de med. y cirug., 
1930, XXi, 515. 


In the segmental transperitoneal caesarean opera- 
tion the incision is made in the lower segment of the 
uterus after the visceral and parietal peritoneum 
have been sectioned transversely and sutured to- 
gether so that the peritoneal cavity is closed off. 
After extraction of the fetus the wound in the uterus 
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is sutured and then peritonized by bringing the 
artificial cul-de-sac down as far as possible over it. 
The steps of the operation are well shown in illustra- 
tions. 

The operation is indicated in absolute and relative 
contracted pelvis, forehead or shoulder presentation, 
and eclampsia. In fact the author regards it as 
preferable to the classical operation in all cases in 
which cesarean section is necessary. As the peri- 
toneal cavity is closed off, there is less danger of 
infection. If infection takes place it causes only a 
pelvic peritonitis and not an inflammation of the 
entire peritoneal cavity. Drainage is facilitated, 
the condition being thereby rendered much less 
serious. Cicatrization is easier in the lower segment 
because it is thin and not very vascular and is 
passive and at rest during the puerperium. The 
peritonization of the wound, a very important step 
in the segmental operation, is a further protection 
against infection. 

This operation is superior to extraperitoneal sec- 
tion of the lower segment because its technique is 
simpler and easier, it causes less injury to the cellular 
tissue of the pelvis and therefore is associated with 
less danger of cellulitis and phlebitis, and the peri- 
tonization of the wound is more perfect than in the 
extraperitoneal operation. 

Aubrey Goss Morcan, M.D. 


Esmann, V.: The Course of Labor in Primiparz 
from Forty to Forty-Six Years of Age (Ueber den 
Geburtsverlauf bei Erstgelaerenden im Alter von 
40 bis 46 Jahren). Ugesk. f. Leger, 1930, ii, 795. 

The author reviews the labors of seventy-five 
primipare between forty and forty-six years of age. 
Thirty-seven were spontaneous. Four of the infants 
were dead. The average weight of the infants was 
,232 gm. In thirty cases in which labor was ter- 
minated by forceps there were three dead infants, 
the average weight of which was 3,164 gm. Cwsa- 
rean section was done in one case. When one 
macerated infant and an infant weighing 1,900 gm. 
which died during the course of labor are excluded 
in the calculation, the infant mortality was 8.2 per 
cent. One mother, who had a complete perineal 
tear, died eight days after delivery of pulmonary 
embolism, and another, with a large intramural 
fibroma, in whom manual separation of the placenta 
was done, died several hours after a forceps de- 
livery with signs of cardiac insufficiency. In seven 
cases the placenta was removed manually. Albu- 
minuria was present in thirteen. There were four 
cases of eclampsia. 

The labor began with spontaneous rupture of the 
membranes in twenty-one cases. Six of the seven 
instances of pelvic presentation were in these cases. 
In four of the six cases, spontaneous birth of the 
presenting pelvis occurred, only manual assistance 
being required. In one of the remaining cases of 
premature rupture of the membranes—a case com- 
plicated by a rachitic flat pelvis—labor was ter- 
minated by casarean section, and in six it was 
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terminated by forceps. In eight, delivery occurred 
spontaneously. The incidence of operative inter- 
ference was 45.3 per cent. 

The author concludes that older primipare should 
always be given the benefit of clinical treatment. He 
disapproves of the recommendation of Hirsch that 
they be delivered routinely by cesarean section. He 
admits, however, that at least two of the infants 
which died in the cases reviewed could have been 
saved by casarean section. SAENGER (G). 


NEWBORN 


Pankow, W.: The Effects of Pregnancy and Labor 
on the Child (Der Einfluss von Schwangerschaft 
und Geburt auf das Kind). Klin. Wchnschr., 1930, 
ii, 1261. 


From 3 to 4 per cent of all children die in preg- 
nancy or during parturition and another 3 per cent 
die during the first five days of life. The injuries 
depend on constitutional diseases of the mother, 
especially syphilis and tuberculosis, or are caused 
during labor. Pankow discusses first the important 
réle which syphilis plays in the mortality of the 
fetus during pregnancy and of the child during the 
first days of life, and urges anti-syphilis treatment of 
the mother during pregnancy. The earlier the treat- 
ment is begun, the more favorable the prognosis for 
the child, since the infection does not pass from the 
mother to the child by way of the placenta before 
the end of the fourth or the beginning of the fifth 
month of pregnancy. 

Tuberculosis endangers the child during preg- 
nancy only very rarely. Infection through the 
placenta is exceptional. After birth, however, the 
prognosis for the child is less favorable. Of the 
children of mothers with manifest tuberculosis—not 
counting non-viable children weighing less than 
2,000 gm.—from 54.5 to 82.7 per cent die within the 
first year after birth. 

Among the most important of the toxicoses of 
pregnancy which are responsible for the deaths of 
infants is eclampsia. 

Of particular interest are the injuries of the child 
caused during labor. These may be divided into 2 
main groups—pulmonary complications and birth 
injuries. Congenital pneumonia is not so rare as is 
generally assumed. Bronchopneumonia from the 


aspiration of amniotic fluid is more frequent when 
the fluid is infected as the result of premature 
rupture of the amniotic sac. In 1,111 autopsies on 
newborn infants, Schridde found 119 cases of this 
condition. 


Eighty-five of the children were dead 
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when born and 34 died of pulmonary complications 
from a few hours to two days after birth. 

The most important of all birth injuries is skull 
trauma. Although the great majority of intra- 
cranial hemorrhages are symptomless, there are 
cases in which the diagnosis may be made clinically 
from general or local brain symptoms. In still other 
cases the brain hemorrhage causes death. Von 
Jaschke reckons the total number of children who 
die during birth from injury to the skull at 1 per 
cent of the total number born and as 0.22 per cent 
when premature infants weighing less than 2,500 
gm. are deducted. However, as a large number o/ 
children die from such injuries between the secon! 
and sixth week of life, the mortality from skull 
trauma is about 3 per cent. It is possible to lower 
the mortality from brain hemorrhages to only a 
limited extent since such hemorrhages occur even 
in spontaneous and easy labors. H. R. Scamupr (G). 


Henderson, Y.: Incomplete Dilatation of the Lungs 
as a Factor in Neonatal Mortality. J. Am. /. 
Ass., 1931, XCVi, 495. 

The author states that the mortality of newborn 
infants due to failure of respiration, inadequate 
expansion of the lungs, and pneumonia following 
atelectasis can be appreciably decreased. An inhala 
tion of carbon dioxide in oxygen for ten minutes 
three times a day for the first few days of life shoul: 
be given every newborn child to insure full expansion 
of the lungs. The author believes that this treat 
ment should be required by law. 

By histological examinations, Cruickshank deter 
mined that nearly 25 per cent of the deaths of 
newborn infants are due to pneumonia. The time 
required for full lung expansion ranges from five 
minutes to two weeks. German observers have 
attributed incompleteness of lung expansion to in 
complete development of the nervous system, the 
relatively slight reaction of the respiratory center 
to the irritation of carbon dioxide, and insufficienc\ 
of stimuli acting upon the respiratory center due to 
inactivity of the muscular system of the infants 
Lung expansion is delayed longest in debilitated and 
premature infants. 

Henderson describes the types of inhalators to be 
employed and the methods of administering the 
inhalations and discusses the percentages of the gis 
mixture which are necessary for adequate stimula 
tion. He urges that an inhalator be included in the 
equipment of all maternity hospitals and that pro- 
vision be made for the use of an inhalator in cases of 
delivery in private homes. Macnus P. Urnes, M.D. 














ADRENAL, KIDNEY, AND URETER 


Rowntree, L. G., Greene, C. H., Swingle, W. W., 
and Pfiffner, J. J.: Addison’s Disease. J. Am. 


M. Ass., 1931, xcvi, 231. 


In the last twenty years 115 cases of Addison’s 
disease have been observed at the Mayo Clinic. In 
the early days there was no specific plan of treat- 
ment and the results were almost always uniformly 
poor. Prior to 1920, desultory efforts at substitu- 
tion therapy were made, with occasional success. 
Since then, every patient with Addison’s disease who 
has gone to the Mayo Clinic has been given special 
consideration from the standpoint of substitution 
therapy and considerable progress has been made. 
Physiological experiments have shown with increas- 
ing clearness that the integrity of the suprarenal cor- 
tex is essential to life and has therefore given im- 
petus to the search for a form of organotherapy that 
will provide complete substitution. The results of 
recent investigations justify the hope that a prac- 
tical form of such treatment may soon be achieved. 

Several factors must be taken into consideration 
in the treatment of patients with Addison’s disease; 
(1) the nature of the underlying disease and its treat- 
ment, (2) the natural course of the disease, (3) the 
general care of the patient, (4) the treatment of 
symptoms and complications, and (5) the results of 
specific organotherapy. 

In 1920, a regimen was instituted in the case of 
the late Dr. Muirhead who was suffering from Addi- 
son’s disease. It was decided to utilize epinephrin 
to the point of tolerance, administering it subcuta- 
neously, by rectum, and by mouth repeatedly during 
the day and in the maximal dose which could be 
tolerated by each channel of administration. In 
addition, whole suprarenal substance, or suprarenal 
cortex, was administered by mouth. 

Fifty-seven patients have been treated at the 
Clinic by the Muirhead regimen. Thirty-two cases 
were temporarily benefited, and in 20 of these the 
immediate results were excellent. In some cases the 
period of improvement lasted for weeks, in others for 
months, and in ro cases for periods of from three to 
seven years. In 25 cases, however, the treatment 
had no beneficial effect. In general, half of the pa- 
tients receiving the Muirhead treatment showed 
some benefit, a third responded with excellent re- 
sults, and a sixth were living after three years. 

In the last five years various other products pre- 
pared from the suprarenal gland or closely related to 
epinephrin in either their chemical structure or their 
pharmacological action have been tried in the treat- 
ment of Addison’s disease. Ephedrin, introduced 
into medicine by Chen and Schmidt, has an action 
like that of epinephrin, but Rowntree and Brown 
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found that when it is used alone it is of no note- 
worthy therapeutic value in Addison’s disease. It 
may be employed to cause elevation of the blood 
pressure as an adjunct to specific organotherapy. 
When adrenalone, an oxidyzed derivative of epine- 
phrin, was given in large doses to several patients 
with Addison’s disease, there were no untoward 
effects, but likewise no striking clinical benefits. 
Recently, Szent-Gyérgyi isolated an isomer of gly- 
curonic acid from the suprarenal cortex. The pig- 
mentation in Addison’s disease seems to be con- 
nected with this isomer hexuronic acid. However, 
Szent-Gy6érgyi found that hexuronic acid did not 
prolong the life of suprarenalectomized dogs and 
seemingly was without a distinct therapeutic effect 
in 2 cases of Addison’s disease. Koehler also pre- 
pared an extract from the suprarenal cortex which 
he believed was of value in certain cases of muscular 
asthenia. This also was tried, but was found to be 
of no value in Addison’s disease. 

In March, 1930, Swingle and Pfiffner announced 
the preparation of an aqueous extract of the supra- 
renal cortex which would indefinitely maintain the 
life of bilaterally suprarenalectomized cats. Sub- 
sequently they reported that by the administration 
of this extract they were able to revive comatose 
animals that were on the verge of death from supra- 
renal insufficiency, to restore them to an apparently 
normal condition, and, by daily injections, to keep 
them in a semblance of perfect health. 

The clinical results in the crises of Addison’s dis- 
ease in 5 cases have convinced Rowntree and Greene 
of the efficacy of this cortical hormone. The dis- 
appearance of anorexia, the increase of appetite to 
the point of hunger, the gain in weight, and the 
definite euphoria were striking in all cases. As long 
as the preparation could be administered, the results 
were all that could be desired. 

This cortical hormone is not yet available com- 
mercially. The problem of the preparation of an 
active, accurately standardized commercial product 
that will be acceptable to the Council of Pharmacy 
and Chemistry of the American Medical Association 
is being studied. When this problem has been solved, 
more accurate appraisal of the therapeutic value of 
this hormone will be possible. 

In addition to most assiduous attention to the 
details of general care, 3 forms of treatment are of 
importance in Addison’s disease: (1) the treatment 
of the dehydration occurring during the crises, by 
the administration of a solution of glucose, 10 per 
cent, and sodium chloride, 1 per cent (this is unques- 
tionably the best form of treatment in crises in the 
absence of a supply of cortical hormone); (2) the 
Muirhead treatment, which is effective in a consid- 
erable percentage of cases and under which a num- 
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her of patients have survived for a number of years, 
and (3) the administration of the cortical hormone, 
which is excellent in the crises of the disease, proving 
effective, as a rule, within from forty-eight to 
seventy-two hours. Time alone will show whether 
this combination of treatment will sustain life and 
health over a number of years. 


Mackey, W. A.: Excretion Urography: An Experi- 
mental Investigation of the Properties of 
Uroselectan. Glasgow M. J., 1931, CXV, 9. 


Mackey reports experiments carried out on rab- 
bits to determine the effects of uroselectan admin- 
istered intravenously. Doses of 1.34, 4, 6.5, and 10 
gm. were administered by injection into the pos- 
terior marginal vein of the ear. These doses corre- 
sponded to the dose per kilogram of body weight 
used in clinical cases and three, five, and seven and 
a half times that dose respectively. The effects were 
judged from the general behavior of the animal, the 
urine, and the histological findings in the kidneys. 

None of the animals showed signs of distress when 
the drug was injected slowly. In one instance, rapid 
injection of the drug caused death, but at necropsy 
no gross abnormalities could be found. 

Examination of urine obtained by catheter at in- 
tervals varying from five hours to forty days after 
the injection vielded no evidence of renal damage 
due to uroselectan except in the case of an animal 
with pre-existing chronic nephritis. 

Histological examination was made of one kidney 
twenty-four hours after the injection. The kidney 
was removed. The other kidney was studied from 
twelve to forty days after the injection. In no in- 
stance was there any microscopic evidence of renal 
injury. To check this finding, another series of ex- 
periments were made in which the mitochondrial 
changes in the renal cells were investigated as the 
most delicate available index of lesser cell injury. 
The animals were killed at various intervals after 
the injection. No evidence of damage to the mito- 
chondria except in two animals which died immedi- 
ately after a rapid injection. In the latter there was 
widespread dispersion of the mitochondria. 

The urine of control rabbits injected with sodium 
oxalate presented an abundance of albumin and 
casts. 

The roentgen findings corresponded accurately 
with the necropsy findings. 

The author believes that uroselectan might be 
entirely safe in even larger doses than those advised, 
provided the injections were given very slowly. 

Ermer Hess, M.D. 


Porcaro, D.: Experimental Researches on the 
Alternating Function of the Renal Glomeruli 
in Ordinary Conditions and in Pregnancy 
(Ricerche sperimentali sulla funzione alternante dei 
glomeruli renali in condizioni ordinarie ed in gravi- 
danza). Riv. ital. di ginec., 1930, xi, 498. 


The author studied the alternating function of the 
renal glomeruli in rabbits with vital staining 
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methods. Under normal conditions, from 50 to 60 
per cent, and during normal pregnancy, from 70 to 
80 per cent of the glomeruli are active. Diminution 
of the blood pressure leads to a decrease in the num- 
ber of functioning glomeruli in non-pregnant rabbits 
to 40 per cent and in normal pregnant rabbits to 60 
per cent. Removal of the kidney or the adminis- 
tration of caffein increases the number of active 
glomeruli to from 85 to 90 per cent in non-pregnant 
rabbits and to from 95 to too per cent in pregnant 
rabbits. 

Porcaro believes that during pregnancy, as under 
normal physiological conditions, not all of the glo- 
meruli function simultaneously. The single glo- 
meruli and probably groups of glomeruli function 
alternately. He concludes that the percentage of 
functioning glomeruli in a given state is proportional 
to the volume of blood flowing through the kidneys 
and to the work required of the renal parenchyma. 

Peter A. Rost, M.D. 


Tarozzi, G.: Some Unusual Forms of Renal Tuber- 
culosis (Sopra alcune forme rare della tuberculosi 
renale). Arch. ital. di urol., 1930, vii, 3. 


Closed tuberculosis of the kidney is rare as com- 
pared with the ulcerative and open forms. The 
author reports ten clinical cases and discusses 
experimental work on rabbits. The closed forms are 
cut off from the excretory passages. In some cases 
the occlusion occurs secondarily in the course of the 
disease. In others it is primary, the foci in the renal 
parenchyma never breaking through to establish a 
communication with the ureters. 

Some of the author’s cases presented the so-called 
cement kidney or massive tuberculosis. In this 
form, cavities filled with a chalky substance are 
found throughout the kidney, the ureter is reduced 
to an almost filiform cord, indicating that the kidney 
has not functioned for a long time, and chalky 
deposits in the first part of the ureter and in the 
pelvis show that tuberculous pyelitis and urethritis 
have been present. In some of the author’s cases 
there was a combination of cement kidney and 
caseous hydronephrosis or pyonephrosis. Pyone- 
phrosis seems to develop into cement kidney. 

When tuberculosis is brought about experimen- 
tally in rabbits with virulent cultures of tubercle 
bacilli and the ureters are ligated, the kidney par- 
enchyma soon undergoes degeneration and _ necro- 
biosis, but if the tuberculous foci are small and the 
bacteria not too virulent the increased intrapelvic 
pressure and compression of the kidney tissue tend 
to destroy the organisms. 

Nearly all forms of renal tuberculosis are of 
hematogenous origin and, in the beginning at 
least, are bilateral. Even in cases in which only 
one kidney is apparently involved, small miliary 
foci undergoing retrogression or scars showing that 
they have been present are generally to be found 
in the other kidney. If the initial tubercle is near a 
papilla it is apt to rupture into the papilla and cause 
further dissemination of the disease, but if it is 
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buried deep in the parenchyma it tends to undergo 
spontaneous retrogression and cicatrization. 

From the anatomicopathological findings in the 
author’s cases of closed renal tuberculosis it was im- 
possible to say whether the suppression of function 
of the tuberculous kidney resulting from closure of 
the ureter will have a good effect in all cases on the 
involution of the small disseminated tuberculous 
foci which are usually present also in the apparently 
normal kidney and have a tendency to undergo 
spontaneous retrogression. In the cases of persons 
dying of pulmonary tuberculosis examination of the 
kidneys at autopsy often discloses typical miliary 
tubercles containing giant cells or the presence of 
scars from such tubercles showing that the kidneys 
have been invaded although, during life, there were 
no signs of kidney involvement. 

AuprEY Goss Morcan, M.D. 


Kretschmer, H. L., and Hibbs, W. G.: Mixed 
Tumors of the Kidney in Infancy and Child- 
hood; A Study of Seventeen Cases. Surg., 
Gynec. & Obst., 1931, lii, 1. 

The authors report seventeen cases of the so-called 
mixed tumor of Wilms occurring in children. In 
many of them the nature of the neoplasm was not 
recognized either at the time of operation or at the 
time of the first histological examination. The his- 
topathological diagnoses included multiple-cell sar- 
coma, myxomatous tumor, alveolar round-cell sar- 
coma, myxomatous sarcoma, and hypernephroma. 

According to Thomas, tumors of the pelvis of the 
kidney are rare in infants and children as compared 
with tumors of the renal parenchyma. 

While the kidney is not the only organ that may 
be the site of malignant disease in infancy and child- 
hood, it is easily the most frequent site of malignant 
disease in the genito-urinary tract. 

The most common primary neoplasms occurring 
in children are embryonal tumors of the kidney. 
These tumors arise within the kidney itself and may 
occur in any portion of it. They compress the kid- 
ney so that it undergoes pressure atrophy. As the 
kidney takes no part in the tumor formation, a layer 
of fibrous tissue is found between the compression- 
atrophied portion of the organ and the neoplasm. 
With the exception of the peripheral nodule of kid- 
ney which is not compressed, the kidney and the 
adherent tumor cannot be separated without exten- 
sive laceration. 

The most distinguishing feature of these tumors is 
their embryonal structure with a variety of tissue of 
abortive renal elements. The types and number of 
cells vary in different neoplasms. The tumors are 
usually made up of myxomatous tissue composed of 
masses of polymorphous nucleated cells in which are 
embedded gland or duct-like figures resembling 
uriniferous tubules. The latter may be sparse or 
abundant. The embryonic tubules in a heteroge- 
neous matrix are the most conspicuous features. 
There are both epithelial and connective tissue ele- 
ments. The epithelial elements consist of small and 
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large undifferentiated cells which are often spoken 
of as epithelial cell nests and embryonal tubules. 
The connective tissue elements consist of loose 
stroma, undifferentiated round cells, and striated 
and non-striated muscle fibers. These elements are 
most irregularly mixed. The tubules are in many 
stages of development and usually consist of single 
layers of cuboid and columnar epithelium, although 
occasionally there are several layers resting on a 
thin basement membrane. Most of the tubules are 
round, but some of them have horseshoe-shaped 
lumina which may be irregular in outline. The 
tubules may occur in dense lobular clumps sepa- 
rated by only a few cells or they may be present as a 
single tubule in solid masses of undifferentiated cells 
which divide rapidly. Occasionally the lumen of the 
tubule may not be visible and other tubules in the 
process of growth may be indicated by a clumping 
of cells in the central portions of the masses of un- 
differentiated cells. The chief features of these cells 
are their polymorphism, abundance of mitotic 
figures, and dense chromatin. They may have frag- 
mented nuclei and but little cytoplasm. The stroma 
between the masses of embryonal cells is myxoma- 
tous and delicately fibrous. The epithelial cell nests, 
which stain deeply, are often sharply defined from 
undifferentiated masses of cells which are more 
round and contain less chromatin and fewer mitoses. 
The fibrous bands which group the tumor cells 
in rather large clusters contain cells showing 
spindle-shaped nuclei which are usually sparsely 
distributed. 

Another element of these tumors is striated mus- 
cle. 

Recurrent tumor growths following surgical ex- 
cision have all been histologically similar to the 
original tumor. 

Extensions and metastases of these tumors are 
exceptional unless the original tumor is large. 

The oldest patient whose case is reported by the 
authors was six and a half years of age and the 
youngest was three months. 

Heematuria is rare. In all of the cases reported a 
palpable tumor was present. In most of them the 
tumor was discovered accidentally and was there- 
fore the first sign. Moreover, the presence of a 
tumor was about the only complaint. In only three 
cases was there a history of trauma. As a rule the 
patient is first seen after the tumor has reached an 
enormous size. 

In all of the cases reviewed there was a very 
definite secondary anemia. 

The problems of diagnosis and the study of renal 
function in these cases do not differ from those in the 
adult. In every case a cystoscopic and pyelographic 
examination should be made. Intravenous pyelog- 
raphy may be done before the cystoscopic examina- 
tion and its results checked by pyelograms made 
from below. In the cases reviewed, cystoscopic ex- 
amination was negative. In one case the pyelogram 
showed only a few minor changes in the calyces due 
to clubbing; there was no compression or filling 
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defect such as is generally associated with a malig- 
nant tumor. 

In many of the cases the tumor so completely 
filled the kidney pelvis that a pyelogram could not 
be obtained. This finding may sometimes be con- 
fused with a block at the ureteropelvic junction due 
to a large hydronephrosis associated with kinking. 
In one of the cases in which the tumor was rather 
soft and slight fluctuation was noted the possibility 
of hydronephrosis was considered. 

The pyelogram is of value in the differentiation 
not only of types of kidney lesions but also of lesions 
of the liver and spleen. 

The importance of determining the presence of a 
second kidney and of estimating its function before 
nephrectomy is just as great in children as in adults. 
The possibility of bilateral involvement must always 
be borne in mind. Of the seventeen cases reported, 
bilateral involvement was found in two (12 per 
cent). 

The prognosis of mixed tumors of the kidney in 
infancy and childhood is unfavorable; in the seven- 
teen cases reported there were sixteen deaths. 

C. Travers Stepita, M.D. 


Tedeschi, C.: Mixed Hypernephroid Tumors of the 
Kidney (Sui tumori misti ipernefroidi del rene). 
Arch. ital. di urol., 1930, vii, 100. 

After a general discussion of mixed tumors of the 
kidney the author reports two cases. The first case 
was that of a woman forty-four years of age. His- 
tological examination showed the neoplasm to be 
made up of areas of hypernephroid, sarcomatous, 
leiomyomatous, and rhabdomyomatous tissue. It 
probably originated from aberrant rests or from un- 
differentiated mesodermal tissue of the primordial 
kidney. 

The second case was that of a woman of sixty- 
five years. Histological examination showed the 
neoplasm to be made up of hypernephroid, angio- 
sarcomatous, leiomyomatous, and rhabdomyo- 
matous tissue and cartilage. The author believes 
that this tumor also was of embryological origin. 

AupREY Goss Morcan, M.D. 


Baccarini, L., and Morozzi, A.: An Experimental 
Study of Decapsulation of the Kidney (Con- 
tributo sperimentale alla decapsulazione renale). 
Arch. ital. di chir., 1930, ix, 1105. 


The authors report experiments in decapsulation 
which they performed on dogs. After the operation 
they noted first a period of change in the epithelium 
‘of the tubules and glomeruli with hemorrhage. This 
was followed by abundant proliferation of the inter- 
tubular connective tissue which brought about the 
formation of a new capsule with a considerable de- 
gree of sclerosis of the outer layer of the cortex. No 
vessels of importance were formed between the 
kidney and the surrounding tissue as Edebohls 
claims. Neither was the newly formed capsule made 
up of very vascular loose connective tissue such as 
was described by Edebohls. Instead, it was formed 
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of compact fibrous tissue arranged in layers and con- 
taining almost no vessels at all. The findings there- 
fore failed to support Harrison’s theory of decom- 
pression and Edebohls’ theory of arterialization of 
the kidney. 

The authors believe that the newly formed capsule 
makes the condition of the kidney worse, but that in 
hemolytic nephralgia decapsulation may give tem- 
porary good results because of the decompression it 
produces. Auprey Goss Morcan, M.D. 


BLADDER, URETHRA, AND PENIS 


Chauvin, E.: The Treatment of Urethrorectal Fis- 
tulz by Interurethrorectal Myorrhaphy of the 
Levator Ani (Traitement des fistules urétrorectales, 
en particulier par la myorraphie interurétrorectal 
des releveurs). Presse méd., Par., 1930, Xxxviii, 1763. 


Methods of closing urethrorectal fistula include 
simple cleavage and closure of the two orifices, and 
cleavage with separation of the urethral and rectal 
lesions and an overlapping of the two walls, which 
requires lowering of the rectum (Young and Stone) 
or torsion of the rectum (Ziembicki and Van Oppel). 
In these procedures the inferior hemorrhoidal nerve 
is cut. Interposition operations include the opera- 
tion of Michon, in which the perineal skin is utilized; 
that of Fiolle, with interposition of the pouch of 
Douglas; and that of Vitrac, in which a flap of fat is 
employed. Young and Stone combined extensive 
lowering of the rectum with myorrhaphy of the 
levator ani. 

The operation described by the author requires a 
urethral lumen of a sufficient caliber. If necessary, 
the lumen is enlarged by dilatation or urethrotomy. 
The first stage of the operation is a cystotomy for 
drainage. Myorrhaphy is performed several days 
later. After rectal cleansing, an incision is begun at 
a point slightly medial to one of the ischial tuber- 
osities, curved forward to within from 2 to 4 cm. of 
the symphysis, and terminated at the opposite 
tuberosity. With the left index finger in the rectum 
and a catheter in the urethra, the rectum and urethra 
are separated up to the prostate. The finger is then 
removed from the rectum and, after a clean glove 
has been put on, two layers of catgut are introduced 
exterior to the mucosa to close the urethral opening. 
Closure may be effected by transverse, longitudinal, 
or circular urethorraphy, depending upon the lesion. 
The rectum is then dilated with a vaginal speculum 
and the anus pulled down with the forceps so that 
the anterior rectal wall is brought into view. The 
rectal opening is closed with two layers of transverse 
catgut sutures and the field then washed with ether. 
The freed lateral borders of the levators are sutured 
to each other in the midline. With the rectal open- 
ing pulled as far below the muscle as possible, a few 
fine sutures are introduced to join the rectum to the 
muscle and the urethra to the muscle. The angles of 
the incision are partially closed. If the rectal lesion 
re-opens, it can be treated in the same way as an 
ordinary rectal fistula. Curtis NELson, M.D. 














Bagnoli, N.: Cases of Epithelioma of the Penis 
(Sopra alcuni casi di epitelioma del pene). Arch. 
ital. di urol., 1930, vii, 221. 

The author reports nine cases of epithelioma of the 
penis. 

Two of the patients were between thirty and forty 
years of age; two, between fifty and sixty; three, 
between sixty and seventy; and two, between seventy 
and eighty. Phimosis seems to be an important 
exciting cause. It was found in three (33% per cent) 
of the cases reviewed. Also in three cases there was 
a history of syphilis. Syphilis and carcinoma fre- 
quently coexist. A carcinoma in a syphilitic may be 
diagnosed from certain signs such as woody hardness 
and a hard, extroverted peripheral border of the 
ulcer, involvement of the glands, and cachexia. In 
some cases, specific treatment is necessary for the 
differential diagnosis. 

In 44 per cent of the cases reported the site of the 
lesion was the prepuce; in 33 per cent, the glans; and 
in 22 per cent in the urethra. 

In seven of the cases the course and duration of the 
disease were about the same. In two cases the general 
condition was so poor it was impossible to obtain 
reliable information; the patients gave thirty and 
forty days as the duration of the disease, but the 
advanced state of the carcinoma indicated that the 
lesion had been present longer. 

The tumor may begin as an ulceration or a small 
nodule resembling a wart. It may appear on any 
part of the organ. In structure, it is a pavement-cell 
epithelioma. It may present a cauliflower appear- 
ance or develop in the form of a carcinomatous ulcer 
with great infiltration of the base and edges. The 
most frequent sites of origin of the tumor are the 
prepuce and glans. When the entire penis is invaded 
it may become greatly enlarged, but otherwise it 
remains of normal size. The glands are almost 
always involved. Their involvement may be inflam- 
matory or neoplastic. 

The treatment depends upon the nature and 
extent of the tumor and the patient’s age and general 
condition. Superficial forms may be treated with the 
roentgen rays or radium, but when ulceration or 
metastases are present the penis must be amputated 
and the glands enucleated. 

The author operated in seven of his nine cases. 
Circumcision was performed in one case, amputation 
of the penis alone in three cases, and amputation of 
the penis and enucleation of the glands in three 
cases. In one of the cases which was not treated 
surgically operation was contra-indicated by the 
poor general condition and the presence of pneu- 
monia. In the other case, the patient refused opera- 
tion. 

In the surgically treated cases there was one death, 
a mortality of 14.2 per cent. One of the surgically 
treated patients was found to be in excellent condi- 
tion when re-examined twenty months after the 
operation. The others were not seen again after their 
discharge from the hospital. 

Aubrey Goss Morean, M.D. 
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Barringer, B. S.: Carcinoma of the Prostate. Ann. 
Surg., 1931, xcili, 326. 

There is no general agreement among urologists 
as to the best therapy for carcinoma of the prostate. 
The author believes that the possibilities of radical 
surgery are exhausted as certain features in the 
natural history of the disease preclude the effective 
application of this form of treatment, and that there 
has been gradual improvement in the control of the 
condition by irradiation. 

As pelvic adenopathy occurs in a very high per- 
centage of cases of carcinoma of the prostate, cap- 
sular infiltration and venous thrombosis by tumor 
cells often take place early and primary or secondary 
involvement of the accessory glands at the base of 
the bladder which will prevent successful surgical 
treatment of the disease is often present when the 
patient first seeks advice. 

The author tabulates the age incidence and 
symptoms in a series of 280 cases of carcinoma of 
the prostate. The symptoms are not easily differ- 
entiated from those of benign hypertrophy, and 
both conditions are often present at the same time. 
Carcinomatous nodules are easy to miss when they 
are covered by cedematous tissue. When in doubtful 
cases the oedema is reduced by a cycle of high voltage 
X-ray irradiation, the diagnosis is easier, the hard 
cancer tissue then being sharply defined from the 
elastic enlargement of the benign hypertrophy. 

Theinitial symptoms of carcinoma of the prostate 
are chiefly urinary symptoms and pain. The 2 most 
common urinary symptoms occurring early in the 
disease are frequency and difficulty in urination. 
Others which are common are nocturia, retention, 
hematuria, urgency, and incontinence. The pain 
consists of pain on urination, backache, pain down 
the thighs and legs, and pain in the lower part of the 
abdomen and pelvis, the rectum, and the perineum. 
Occasionally there are no urinary symptoms in well- 
advanced cases of prostatic cancer. 

Early diagnosis calls for routine examination of 
the prostate in all men over fifty years of age. Per- 
sistent frequency, difficulty in urination, nocturia, 
and retention in the case of any patient of cancer 
age calls for a most careful search for prostatic 
carcinoma. 

The difficulty of accurate diagnosis of prostatic 
neoplasms has been considerably decreased by the 
adoption of biopsy by needle puncture and aspira- 
tion. 

In the treatment by irradiation, glass seeds of 
radon, low-voltage and then high-voltage X-ray 
irradiation, the radium-element pack, radon filtered 
by platinum, and gold seeds of radon have been 
used alone and in various combinations. In most 
cases of prostatic carcinoma a much larger dose of 
radium than has been employed heretofore, a dose 
comparable to that used for the control of carcinoma 
of the bladder, is necessary. The results of radium 
implantation in tumors of the bladder have con- 
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sistently improved and are considered by the author 
to be quite superior to those obtained by operative 
resection. 

A tissue dose between 10 and 15 skin-erythema 
doses delivered to the tumor is usually necessary. 

Cystotomy should be done, obstructive portions 
of the prostate removed with cutting forceps or the 
cautery, and the entire tumor, whatever its limits, 
implanted with 2-mc. seeds of radon. 

Suprapubic exposure is better than the use of the 
perineal route as it leaves the perineum intact to 
serve as a protective barrier to extension of the 
tumor. C. Travers Stepita, M.D. 


Romiti, Z.: Primary Malignant Tumors of the 
Ectopic Testicle (Sulle neoplasie maligne primitive 
dei testicoli ectopici). Arch. ital. di urol., 1930, vii, 
182. 

Romiti reports six cases of cancer of undescended 
testicles, two of which were abdominal and four 
inguinal. They were found among forty malignant 
tumors of the testicle seen at the Surgical Clinic of 
Bologna in the period from 1920 to 1928. Very few 
cancers of abdominal testicles have been reported. 

The discussion of the pathological anatomy of 
these tumors is supplemented with photomicro- 
graphs. The author divides the neoplasms into two 
groups. The three with large cells he calls “‘seminif- 
erous epitheliomata.”’ Tumors of this type are pure 
carcinomata originating from the cells of the adult 
seminiferous tubules and not from the epithelium 
of the excretory ducts or displaced embryonic rests. 
The three other tumors originated from embryonic 
tissue. They were irregularly divided into solid and 
cystic parts and showed the histological character- 
istics of embryoids or teratoids. 

In cancer of an inguinal testicle there is pro- 
gressive swelling in the inguinal region. The testicle 
becomes larger and less mobile. Pain occurs sponta- 
neously and on pressure. In some cases the growth 
is rapid and accompanied by a feeling of tension 
and by pain irradiating along the anterior surface 
of the thigh. The diagnosis is interfered with by 
the aponeurosis of the external oblique which is 
stretched across the testicle. The differentiation 
of the tumor from pachyvaginalitis and tuberculous 
or syphilitic tumor is more difficult than when the 
testicle is in the normal location. 

In cases of cancer of an abdominal testicle early 
diagnosis is very difficult. There is vague abdominal 
pain irradiating to the lumbar or sacral region or 
perineum. When the tumor becomes large enough 
to cause pressure there may be various intestinal 
or genito-urinary symptoms. Roentgen examination 
of the digestive and genito-urinary tracts is of great 
aid in the diagnosis. 

In cancer of an abdominal testicle the prognosis 
is very unfavorable, as the patient generally does not 
come for treatment until late. In cancer of an 
inguinal testicle the chances for early operation are 
about as good as when the testicle is in its normal 
position. 
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In the treatment of cancer of the abdominal 
testicle the roentgen rays and radium are of value. 
The only preventive treatment of malignant de- 
generation of the undescended testicle is radical 
removal of all incompletely descended testicles. 
The author believes this is not justifiable but that 
an inguinal testicle may be removed if radical 
operation is necessary for the hernia which often 
accompanies it. Aubrey Goss Morean, M.D. 


Speed, K.: Aerocele of the Scrotum. 


Surg. Clin, 
North Am., 1931, Xi, 29. 


The author reports a case of aerocele of the 
scrotum due to a rupture of the rectum which per- 
mitted air to escape into the ischiorectal fossa, 
burrow forward into the subcutaneous tissues in 
between the dartos and skin, and spread up into the 
subcutaneous tissues along the entire right side of the 
body and down along the right thigh to the ankle. 

Incision and drainage of the ischiorectal fossa was 
followed by recovery. 

X-ray examination showed a fracture of the right 
transverse process of the fifth lumbar vertebra, a 
fracture of the sacrum close to the articulation with 
the right ilium, a fracture of the ischium on the 
right side, and a fracture of the superior ramus of 
the pubis on the right side. 

J. Sypney Ritter, M.D. 


Hagner, F. R.: Sterility in the Male. Surg., Gynec. 
& Obst., 1931, lii, 330. 

In from 16 to 50 per cent of childless marriages 
the male is responsible for the sterility. In some 
cases the cause is aspermia or failure of elaboration 
of semen due to developmental defects which cannot 
be remedied. In some cases the spermatozoa are 
few and have little or no movement. Other causes 
of male sterility are anatomical abnormalities such 
as hypospadias and fistula and stricture of the 
urethra. When no cause can be found, the condition 
must be attributed to lack of affinity between the 
man and the woman. When copulation is impossible 
in spite of normal development, the cause is usually 
exhaustion of the sex glands from prolonged and 
frequent overstimulation. This may be cured by 
hygienic sex life. 

Bilateral undescended testicles should be operated 
upon long before puberty. Bilateral tuberculosis 
of the testicles and epididymis is hopeless. Bi- 
lateral gumma of the testicles may respond to spe- 
cific treatment. The author cites the case of a man 
with bilateral gummata as large as a human head 
who begot seven children after receiving specific 
treatment. 

Inflammation of the prostate may block the 
ejaculatory ducts and prevent the escape of th¢ 
spermatozoa or destroy them. This often responds 
well to treatment. True bilateral orchitis from 
mumps causes permanent sterility. The most fre 
quent cause of sterility in the male is bilateral! 
gonorrhoeal epididymitis in which the scar tissue 
prevents the egress of spermatozoa, especially when 











it involves the globus minor. Martin cured sterility 
due to this cause by anastomosing a patulous vas 
with the globus major. The author opens the vas, 
passes a tear-duct probe followed by a strand of silk- 
worm gut to make sure that the vas is patulous, 
examines the secretion for live spermatozoa, and, if 
these are found, performs a lateral anastomosis with 
silver wire sutures. The first suture is put in the 
lower end of the incision in the vas, a deep bite 
being taken as this is the anchoring suture for the 
operation and the obstruction. The suture is then 
anchored firmly in the lower end of the elliptical 
incision of the epididymis. Two lateral stitches are 
put in fairly deep so that they include some of the 
tubules, and then the last and fourth stitch is in- 
troduced through the upper end of the incision in 
the epididymis, with care not to occlude the vas. 
The operation is always performed under general 
anesthesia. Beading of the vas indicates occlusion 
and inoperability. Failure of the first operation does 
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not contra-indicate a second operation after a year. 
Spermatozoa may appear after from one month toa 
year. 

It is important to stop all bleeding and to avoid 
incising the vas too high. The author always does a 
bilateral operation. In three cases in which he per- 
formed an anastomosis directly into the testicle the 
result was a failure. He reviews fifty-five cases in 
which sixty-seven operations were performed. In 
twenty, the condition was discovered at exploratory 
operation to be inoperable because of occlusion of 
the vas or absence of spermatozoa in the epididymis. 
In three, the operation was performed too recently 
to warrant an opinion as to the end-result. One 
patient cannot be traced. Of the thirty-one others, 
nineteen (61.3 per cent) were cured. Twelve of the 
nineteen cured patients begot from one to six 
children after the operation. In the case of one, 
impregnation was followed by a miscarriage. 

BENJAMIN F. Rotter, M.D. 





CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Léri, A., Layani, F., Liévre, J. A., and Weill, J.: 
A Case of Progressive Osteitis Fibrosa Cystica 
Treated by Parathyroidectomy ‘Un cas d’os- 
téite fibrokystique 4 évolution progressive traité 
par le parathyroidectomie). Bull. et mém. Soc. 
med. d. hop. de Par., 1930, xlvi, 1881. 


The authors report the first case of osteitis fibrosa 
cystica to be treated by parathyroidectomy in 
France. The patient was a man thirty-one years of 
age who had enjoyed perfect health until the onset 
of the illness four years prior to the operation. The 
condition began with localized pains of a transient 
nature in the left leg. At the end of a year, pains 
occurred also in the right leg and made walking and 
standing difficult. In the third year of the illness 
the entire skeleton was involved by crises of tran- 
sient pain, there was marked weakness, and bony 
tumors appeared on the left ulna and the tibiz. 
Several fractures of the long bones occurred following 
slight trauma. During the summer months, when 
the patient was exposed to the sun, improvement 
was noted. Late in the illness he suffered two attacks 
of renal colic. 

The findings of laboratory tests were those typical 
of osteitis fibrosa cystica. The blood calcium was 
always from double to triple the normal and the 
urine contained calcium. Roentgenograms of the 
bones showed progressive diffuse decalcification 
and the changes of bony structure commonly asso- 
ciated with osteitis fibrosa cystica. The diagnosis of 
osteitis fibrosa cystica was confirmed by two his- 
tological examinations. 

Despite varied medical treatment, the illness 
became so grave after four years that the region of 
the parathyroids was explored. The right superior 
parathyroid gland, which was the size of a lentil, 
was extirpated. It contained an adenoma. 

After the operation there was evidence of tetany 
for a short time, but three months later the patient 
had regained his strength and was able to walk with 
crutches, the pains had ceased, the blood calcium was 
normal, and the calcariuria had disappeared. 
Sixteen months after the operation, there were 
curvatures of the long bones and spinal deformity 
due to compression of the vertebrz, but the recal- 
cification of the bones was more advanced and the 
patient was in health. James B. Mason, M.D. 


Schnabel, T. G.: Hyperparathyroidism with Oste- 
itis Fibrosa Cystica (Parathyroid Hyperplasia). 
Med. Clin. North Am., 1931, Xiv, 977. 


As part of a clinic given for the fourth-year class 
in medicine at the University of Pennsylvania, the 
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author presented a man of twenty-six years who was 
greatly deformed by osteitis fibrosa cystica. Practi- 
cally every bone in the patient’s body had been in- 
volved and numerous fractures had occurred. The 
patient’s height was only 45 in., whereas before his 
illness he was 6 ft. tall. A photograph taken during 
his seventeenth year showed that he was also well 
developed. 

The condition began when the patient was twenty- 
one years of age. The first sign was a swelling of the 
right side of the jaw following an injury received in 
boxing. Soon thereafter the right patellar ligament 
was ruptured in a fall on the ice. A roentgenogram 
taken at that time showed beginning bone changes 
around the knee which were suggestive of chronic 
cystic osteitis. The patient soon began to have gen- 
eralized body pains for which he could get no relief 
and suffered from nausea with occasional vomiting. 
A few months later he had a spontaneous fracture of 
the left femur, and in the fall which resulted received 
numerous other fractures. X-ray examination at 
that time showed, besides the fractures, a generalized 
fibrocystic osteitis with appearances at places sug- 
gesting giant-cell tumor formation. The biopsy diag- 
nosis was giant-cell tumor. 

After he had sustained still other fractures, the 
patient was admitted to the Philadelphia Hospital 
in June, 1929. The blood showed a mild anemia and 
the white cell count ranged from 16,400 to 18,400. 
The blood cholesterol was 130 mgm., and the non- 
proteia nitrogen content of the blood 42 mgm. per 
1oo c.cm. The blood calcium averaged about 15 
mgm., and the phosphorus ranged from 2.7 to 4.2 
mgm. per 100 c.cm. 

At operation performed in February, 1930, a large 
parathyroid tumor was found and removed. After 
the operation the blood calcium dropped to 11.5 
mgm., but gradually returned to 13.5 mgm. In June, 
1930, additional parathyroid tissue was removed. 
The blood calcium then dropped to 5.5 mgm. 

The author stated that the lesion of the parathy- 
roids was probably a simple hyperplasia, but may 
have been adenomatous. 

Clinical and experimental evidence suggests that 
the relation of the parathyroids to osteitis fibrosa 
cystica is one of cause and effect. Whatever the ex- 
planation, the parathyroid factor is harmful and op- 
eration on the parathyroids seems logical especially 
as it has been followed by marked improvement. In 
some cases tetany has developed after parathyroid 
extirpation, but as a rule the administration of vios- 
terol and calcium by mouth and, in extreme cases, 
of calcium intravenously has offset the effects of the 
low postoperative blood calcium. 

The patient whose case was discussed by the au- 
thor was relieved by the operation on the para- 
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thyroids to such an extent that no more patholog- 
ical fractures occurred and he was able to carry 
on an occupation. Rosert V. Funston, M.D. 


Shands, A. R.: The Regeneration of Hyaline 
Cartilage in Joints: An Experimental Study. 
Arch, Surg., 1931, Xxii, 137. 

Shands reports experiments performed on fourteen 
dogs in which various joints were cut, bruised, or 
otherwise traumatized, the animals were killed from 
one to twelve weeks after the injury, and the defects 
were then examined macroscopically and micro- 
scopically. 

In specimens in which the superficial layers of 
cartilage had been pared off, microscopic examina- 
tion showed regeneration of hyaline cartilage filling 
in the defect after from four to eight weeks. In 
specimens in which the defect extended down to 
the bone matrix, definite regeneration with the 
presence of new, deeply stained, large, multinuclear 
cartilage cells was found after from four to twelve 
weeks. In specimens in which the defect extended 
through to the subchondral bone, fibrous tissue con- 
taining cartilage cells was found in the defects after 
twelve weeks. In cartilage bruised by pounding, 
there was little or no gross evidence of trauma after 
four weeks and microscopic sections made at the end 
of that time revealed regeneration of both fibro- 
cartilage and hyaline cartilage. 

In studies of the knee joint it was found that the 
repair process varied somewhat in different regions. 
Regeneration of cartilage was apparent in three of 
eight defects in the patella, four of fourteen defects 
in the femoral condyles, three of sixteen defects in 
the condylar ridges, one of ten defects in the inter- 
condylar spaces, and two of eleven defects in the 
articular surface of the knee. 

The literature shows a difference of opinion as to 
whether there is a definite covering membrane over 
articular cartilage which can be called a perichon- 
drium. In the author’s studies such a membrane was 
found across all or most of the cartilage border in 
four of fifty-nine good sections. In twenty-six other 
slides it was demonstrated on the margin of the 
cartilage. No perichondrium was found in the cen- 
tral portions where there was pressure from weight 
bearing. 

In general the best evidence of regeneration of 
hyaline cartilage was found after twelve weeks and 
very little before four weeks. The sequence of repair 
tissues was: (1) fibrin, (2) granulation tissue, (3) 
connective tissue, (4) connective tissue cartilage, (5) 
fibrocartilage, and (6) new hyaline cartilage. 

WILtIAM ARTHUR CLARK, M.D. 


Cecil, R. L., Nicholls, E. E., and Stainsby, W. J.: 
The Etiology of Rheumatoid Arthritis. Am. J. 
M. Sc., 1931, clxxxi, 12. 


In the authors’ opinion, rheumatoid arthritis is a 
chronic infection due, in the great majority of cases, 
to a specific type of streptococcus. This view is 
supported by the fact that the patients almost in- 
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variably give a history of numerous previous infec- 
tions, the clinical course of the condition is strongly 
suggestive of a chronic infectious disease, and the 
characteristic joint changes are essentially those of 
an inflammatory lesion. 

The frequent presence of streptococci in the vari- 
ous foci of infection associated with rheumatoid 
arthritis suggested that these organisms might be a 
cause. During the last three years the authors have 
conducted an intensive bacteriological study of 
rheumatoid arthritis on the Second Medical Division 
of Bellevue Hospital and in the Cornell Clinic, 
New York. Of 154 cases in which blood cultures 
were made according to the authors’ method, 62.3 
per cent yielded a short-chained streptococcus. In 
the controls taken from normal persons and persons 
suffering from degenerative arthritis, the bacterio- 
logical findings were negative. Of 40 cases of 
rheumatoid arthritis in which cultures were made 
from an affected joint, a short-chained streptococcus 
was recovered in 67.3 per cent. 

The morphological and cultural similarity of the 
streptococci recovered from the blood and joints of 
patients with rheumatoid arthritis suggested the 
possibility that these organisms were biologically 
identical. The serums were therefore tested against 
several typical strains of streptococci. It was found 
that the serum of practically every patient with 
well-developed rheumatoid arthritis gave a strongly 
positive agglutination with the typical strains of 
streptococci. With recovery from the symptoms of 
arthritis, these agglutinations disappeared. 

When a streptococcus of the type recovered so 
frequently from rheumatoid patients was injected 
intravenously into rabbits there resulted a subacute 
or chronic arthritis which closely resembled the 
same disease in man. Moreover, the same organism 
was frequently recovered from the blood stream and 
from the affected joints of the arthritic rabbits. 

The authors believe that the development of 
rheumatoid arthritis requires: (1) a focus of infec- 
tion, (2) a streptococcus bacteremia, and (3) 
susceptibility to streptococca! infection of the joints. 
The exact nature of the susceptibility is not yet 
understood. 

The observations reported tend strongly to con- 
firm the theory that rheumatoid arthritis is an 
infectious disease caused in a high percentage of 
cases by a specific type of streptococcus which, 
after localization in a primary focus, is discharged 
from time to time into the blood stream and estab- 
lishes metastatic infections in the joints. 

RoBerT C. LoNERGAN, M.D. 


Codman, E. A., and Akerson, I. B.: The Pathology 
Associated with Rupture of the Supraspinatus 
Tendon. Ann. Surg., 1931, xciii, 348. 


Of 100 shoulder specimens obtained in 52 con- 
secutive autopsies, evidences of rupture of the 
supraspinatus tendon were found in 39. Exposure 
of the tendon was made through the subacromial 
bursa. All of the subjects were over forty-six years 
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of age, and the majority were between sixty and 
eighty years. Thirty-seven were males. 

The lesions have been attributed to: (1) the 
traumatic rupture of tendon fibers followed by im- 
perfect repair, (2) the defects left by so-called 
“‘calcified deposits,” (3) necrosis or some other 
diffuse pathological process of the tendon, the 
phenomena which, in other joints, are known as 
arthritis, and (4) attrition. 

In Codman’s opinion, rupture of the supraspinatus 
tendon is by far the most common cause of industrial 
shoulder disabilities and complete rupture is a more 
painful, more serious, and more disabling lesion 
than fracture of the humerus or dislocation of the 
shoulder. Rupture of the supraspinatus tendon is 
the usual cause of traumatic subacromial (subdel- 
toid) bursitis. 

Codman has sutured more than 4o ruptures of the 
supraspinatus tendon. He believes that the lesion is 
due to a traumatic cause with an underlying degen- 
erative process in the tendon which makes it prone 
to rupture. 

The sequence of events is somewhat as follows: 

1. A transverse rupture occurs across the breadth 
of the tendon near its insertion. 

2. Retraction of the muscle causes the rent to 
assume the shape of a triangle with its base on the 
tuberosity. 

3. A feeble effort at repair causes rounding of 
the triangle in the horizontal plane and the forma- 
tion of a falciform edge in the vertical plane. 

4. The tag of tendon remaining on the tuberosity 
undergoes gradual absorption. 

5. The portion of the tuberosity to which the 
tendon was attached recedes. 

6. Fibrocartilage is formed on this surface to 
prevent friction as the tuberosity passes in and out 
under the acromion. 

In conclusion Codman reviews the factors in 
favor of, and against the theory of a traumatic 
origin of the rupture and those suggesting that the 
lesion is the result of calcified deposits, necrosis of 
constitutional origin, and friction. 

Rosert V. Funston, M.D. 


Massart: The Formation of Osteomata at the El- 
bow (La formation des osteomes du coude). Bull. 
el mém. Soc. d. chirurgiens de Par., 1930, xxii, 725. 
Osteomata of the forearm, actually of the elbow, 
are frequent after traumata, especially fractures and 
dislocations, and may arise in any of the muscle 
group origins or insertions. Their frequency at 
the elbow seems to be due to the numerous points 
of ossification in this region. The osteoma is a bony 
graft which takes well and grows quickly following 
any trauma which liberates osteocartilaginous tissue. 
The new bone formation is due, not to periosteal 
tearing, but to the transplantation of bone cells con- 
taining young elements to an excellent culture me- 
dium for growth. 
Osteomata at the elbow are of all varieties cor- 
responding to the epiphyses—osteomata implanted 
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on the head of the radius, the bicipital tuberosity, 
the epicondyle, the epitrochlea, and the olecranon, 
and spreading out into the muscle mass of the 
brachialis, biceps, triceps, and supinator brevis. 
Free osteomata are those which have lost their 
points of attachment. 

The author reports two cases of osteomata of the 
elbow. 

As the formation of osteomata may follow a very 
slight lesion, especially of the head of the radius, 
an incomplete fracture, or a fissure, massage and 
forced motions are contra-indicated in the treat- 
ment. The elbow should be immobilized with the 
forearm flexed. KELLOGG SPEED, M.D. 


Smith, N. R.: The Intervertebral Disks. Bri/. J. 
Surg., 1931, Xviii, 358. 

To determine the structure and nutrition of the 
intervertebral disks, the variations they undergo 
from infancy to old age, and the diseases which 
affect them, the author studied the intervertebral 
disks obtained at autopsy from the bodies of fifty- 
seven persons ranging in age from one to eighty-six 
years. The disks were sectioned horizontally and 
vertically and examined both macroscopically and 
microscopically. 

The intervertebral disks are di-arthrodial joints 
with a cavity filled with villi, a fibrocartilaginous 
capsule, and cartilaginous plates similar to articular 
cartilages. They are nourished by blood channels 
which penetrate the cartilaginous plates from the 
marrow of the vertebral bodies. They allow a small 
degree of movement in all directions between the 
vertebre. 

In the first two decades of life they are convex and 
highly elastic. The fibers are white, the plates are 
thin, translucent, and bluish-white, and the nucleus 
is amorphous, gelatinous, colorless, and sharpl\ 
defined. In later decades the disks tend to become 
coarse, inelastic, and discolored. 

The lesions of the disks are fibrous, cartilaginous, 
calcareous, bony, fatty, necrotic, and liquefactive. 
The roentgenogram may show thinning and flatten- 
ing, peripheral calcification, central calcification, 
obliteration by ossification, diminished transparency 
with infection of the adjacent vertebra, and ab- 
normal biconvexity of the vertebral body such as is 
found in osteoporosis, carcinoma, and compression 
fracture. Cases of scoliosis and kyphosis show 
thinning and flattening with or without osteo 
arthritis or osteochondritis. Peripheral calcification 
may occur with or without osteo-arthritis. In : 
case of healed tuberculosis, complete ossification 
was seen. ELVEN J. BERKHEISER, M.D. 


Calvé, J., and Galland, M.: A Clinical Study of 
Twenty-Four Cases of Nuclear Vertebral! 
Hernia and Three Cases of Epiphysitis (Etude 
clinique de 24 cas de hernies nucléaires vertébrales 
et de 3 épiphysites). Rev. d’orthop., 1930, xxxvii, 723 


After referring to Schmorl’s recent anatomical 
study of the intervertebral nucleus pulposus, the 
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authors state that so-called hernia of the nucleus 
is not an anatomical curiosity but the underlying 
cause of kyphosis and painful vertebral weakness in 
adolescents. Among roentgenograms of the spine 
made in the cases of 200 patients over fourteen years 
of age who complained of back symptoms, the au- 
thors found 26 showing evidence of hernia of the 
nucleus pulposus or epiphysitis, and of the 26 pa- 
tients with these conditions, 23 showed a kyphosis 
or complained of pain in the back. 

Vertebral epiphysitis is characterized by a kypho- 
sis which is frequently painful and often mistaken 
for Pott’s disease. The lateral roentgenogram shows 
precocious points of epiphyseal development, nu- 
merous dark spots, and often evidence of loss of bone 
density in the subepiphyseal areas. 

Nuclear hernia penetrates the body of the ver- 
tebra and progressively infiltrates it, destroying the 
cancellous tissue. The size of the hernia is limited by 
the resistance of the surrounding bone. The central 
symmetrical type formed along the path of the 
notochord are believed to be of congenital origin. 
Sometimes the herniation is star-shaped and extends 
in an anteroposterior direction. In such cases it 
involves the disk tissue rather than the nucleus. 

After the age of twenty-two years it is very diffi- 
cult, even with the aid of excellent roentgenograms, 
to differentiate between epiphysitis and nuclear 
hernia, but it is generally agreed that the painful 
kyphosis of adolescents is almost always caused by 
nuclear hernia rather than by epiphysitis. 

The authors cite a case in which epiphysitis was 
found at the age of fifteen years, but eight years 
later the roentgenogram showed numerous irregular 
hernia of the disk tissue and no evidence of epiphy- 
seal disturbance or absorption. They conclude that 
epiphysitis and nuclear hernie are roentgenological 
manifestations of the same disease, namely, the 
kyphosis of adolescents. KeE.tocc SpeEp, M.D. 


Mantovani, D.: Calcification of the Nucleus Pul- 
posus of the Intervertebral Disks (Calcification 
du nucleus pulposus des disques intervertébraux). 
Arch. franco-belges de chir., 1929-1930, xxxii, 488. 


Calcification of the nucleus pulposus described for 
the first time by Calvé and Galland in 1922 has been 
found in thirteen other cases since then, including 
a case seen by the author and reported in this 
article. 

The nucleus pulposus is not visible in the roent- 
genogram unless it is calcified, when it appears as a 
lenticular opaque shadow of irregular thickness but 
of a granular aspect which is situated in the pos- 
terior portion of the intervertebral disk and is clearly 
differentiated from the surfaces of the vertebral 
bodies. 

The etiology and pathogenesis of the calcification 
have not been established. According to the findings 
of Nicotra, the condition is a localized infectious 
intervertebral chondroneuritis belonging in the same 
classification as infectious intervertebral spondyl- 
arthritis with the radicular syndrome. This theory 
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is accepted by Lyon, Ciongo, and Breton who be- 
lieve that tubercosis, typhoid fever, or influenza 
may be the causes. Other causes suggested are 
traumatism (Borsony and Pulgar) and a disturbance 
in the development of embryonic elements of the 
dorsal cord (Calvé). The resorption of the calcifica- 
tion observed by Nicotra, the presence of fever, and 
the variable age of the patients suggest that there 
is an infectious lesion, especially since the pains of 
the radicular type, the paresthesia, and the mus- 
cular weakness which are part of the syndrome indi- 
cate a change in the spinal nerves and are not satis- 
factorily explained by the discovery of calcification 
in the nucleus pulposus. In some of the cases the 
lesion was discovered in the course of a roentgen 
examination made for some other condition. 
Mantovani’s case was that of a man forty-nine 
years of age who, a month previously, had fallen 
from the top of a hayloft and landed on his back. 
After twenty days in bed he consulted the author 
on account of dorsal pains with lateral irradiation 
and a general feeling of exhaustion. Examination 
revealed a dorsal kyphosis with a marked curvature 
and decided rigidity of the spine which was painful 
on pressure. Roentgen examination disclosed a 
marked scoliosis with its convexity toward the left 
in the region of the eighth and ninth dorsal verte- 
bre. The eighth and ninth dorsal vertebrae were 
flattened in their right halves. In the intervertebral 
space between the ninth and tenth vertebra there 
was an opaque lenticular formation independent of 
the disk, which was interpreted as due to calcifica- 
tion of the nucleus pulposus. An analogous image 
of more doubtful identification was found in the 
space between the eleventh and twelfth dorsal 
vertebre. There was also an arthritis deformans 
with the formation of parrot-beak osteophytes and 
thickening of the vertebral ligaments. The trau- 
matism was of too recent date to be considered the 
cause of the calcification, but the pains could easily 
be explained by the injury and the arthritis of the 
spine. Pace. 


Mayer, L.: Fixed Paralytic Obliquity of the Pelvis. 
J. Bone & Joint Surg., 1931, xiii, 1. 

Fixed obliquity of the pelvis is a contracture 
manifested by a persistent downward tilt of the 
pelvis on one side, even in the recumbent position, 
when the legs are held parallel with the midline of 
the body. The deformity may be classified accord- 
ing to the site of the contracture into the following 
types: (1) abductor, (2) adductor, (3) both abductor 
and adductor, (4) spinal, abdominal, and quadratus 
lumborum, and (5) combinations of 1, 2, or 3 with 4. 

In the early stage the deformity may be corrected 
by head traction with a push on one leg and a pull 
on the other. In some cases this may be supple- 
mented by tenotomy. In resistant cases the con- 
tracted structures must be divided. The fascia lata 
may be cut, the greater trochanter chiseled off, the 
capsule of the hip joint cut, and the opposite adduc- 
tors tenotomized. To prevent recurrence, a strand 
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of fascia lata may be anchored to the pubis. In one 
case cited the hip was fused. In the cases of Types 
4 and 5, correction and fusion of a scoliotic spine 
was necessary. WALTER P. Biount, M.D. 


Leemans: Extra-Articular and Intra-Articular 
Snapping Hip (Hanches 4a ressaut, extra-articu- 
laires et intra-articulaires). Arch. franco-belges de 
chir., 1929-1930, XXxXil, 392. 

Snapping hip is defined as a hip in which move- 
ment suddenly stops when a certain angle is reached, 
then continues only when an effort is made, and is 
completed rapidly and suddenly. When movement 
is interrupted a sudden sharp shock is felt in the hip 
and there is often a characteristic noise due possibly 
to an irregularity or a fault in the head of the femur 
or the edge of the acetabulum or the sudden slipping 
of soft tissues over the bony protuberance. 

Snapping hips are of two types, the extra-articular 
and the intra-articular. The extra-articular type 
is characterized by the sudden jump of a fibrous or 
muscular band in front of the greater trochanter 
accompanied by a dull sound. In the intra-articular 
type of snapping hip the disturbance is produced in 
the true hip joint by movements of the thigh or the 
pelvis and is accompanied by a fainter sound than 
that noted in the extra-articular type. 

After reviewing the literature on the subject the 
author discusses the bony anatomy of the tro- 
chanteric region of the femur, the insertion of the 
gluteus maximus, and the relation of the tensor 
fascie lata and the heavy middle band of the fascia 
lata and the vastus externus, which pass around or 
over the greater trochanter. Cther factors involved 
in snapping hip are the length of the neck of the 
femur, a change in the angle of the neck such as is 
associated with coxa vara, and weakness of the 
round ligament of the head of the femur. 

The author discusses the pro’ uction of snapping 
hip according to the group o: muscles involved. 
Except in the presence of a definite exostosis on the 
greater trochanter or coxa vara, the only objective 
finding in the hip at rest is slight relaxation of the 
joint as a whole, and this is rare. 

Snapping hip is more common in males than in 
females and occurs most frequently in the third 
decade of life. 

The treatment of the extra-articular form depends 
on the severity of the pain. In the absence of pain, 
no treatment is necessary. When an exploratory 
incision is made in cases with pain, the insertion of 
the gluteus maximus and the vastus externus should 
be exposed. These may be sutured together or to 
the periosteum of the femur. 

Only two operations have been performed on 
snapping hip of the intra-articular type—one by 
Braun, who changed the insertion of the cartilagin- 
ous lining of the upper border of the acetabulum, 
and the other by Nélaton, who resected a strip of 
tendon from the distal end of the semitendinosus, 
carried it around the gluteus maximus, and inserted 
it into the greater trochanter of the femur, thereby 
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limiting the internal rotation of the thigh. Both 
operations were successful. 
The authors report four cases of snapping hip. 
KELLOGG SPEED, M.D. 


SURGERY OF THE BONES, JOINTS, 
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Févre, M., and Bureau, R.: Arthrodesis of the 
Spine in Scoliosis (L’arthrodese du rachis dans 
la scoliose). J. de chir., 1930, XXxvi, 721. 


Although spinal fusion has been used in the treat- 
ment of intractable scoliosis in the United States 
for over fifteen years, it has only recently been 
practiced in France. 

The purposes of the operation are correction of 
the deformity and stabilization of the spine in a 
position of equilibrium. Compensatory hinge-like 
movements may occur above and below the ver- 
tebrz operated upon, but the grafted area is im- 
mobilized. 

The authors review the arguments for and against 
the operation. The four types of scoliosis selected 
for operative treatment are the scoliosis resulting 
from infantile paralysis, marked scoliosis in adoles- 
cents, painful scoliosis in adults, and congenital 
scoliosis. 

Arthrodesis is indicated especially in the cases of 
adults, but usually is not indicated after the age of 
fifty years. In the cases of children, the danger of 
causing a disturbance of growth does not constitute 
a contra-indication after the twelfth year of age. 

Pre-operative treatment with the use of a cor- 
recting corset, continuous extension, or a combina- 
tion of traction and the use of a corset is advisable. 

The authors describe the techniques of Hibbs, 
Albee, Halstead, and Whitman. 

In the postoperative care the prone position and 
the wearing of a bivalve corset are necessary. 

The results of the operation in France are still 
difficult to determine. The authors review the re- 
sults obtained by American surgeons and report 
eighteen cases in which they operated themselves. 

KELLOGG SPEED, M.D. 


Lavalle, R.: My First Eighty-Nine Cases of Pott’s 
Disease Operated upon by the Robertson-La- 
valle Procedure (Mis primeros 89 cases de mal de 
Pott operados por el procedimiento Robertson 
Lavalle). Rev. méd., Lat.-Am., 1930, xvi, 155. 


The author has found that in every case of tuber- 
culous osteo-arthritis there are walled off foci in 
the epiphyses of the bones, i.e., tuberculous hy- 
peremic foci in which the blocked blood has changed 
its hemoglobin into crystals of hematein and 
granulations of hematoidin and contains cells of 
hemosiderin. The tissues of the walled off focus, 
the blood which is deficient in oxygen, and the serum 
constitute a good culture medium for the tubercle 
bacilli. The author’s operation for tuberculous 
osteo-arthritis consists in introducing into the walled 
off focus an autogenous graft of porous bone 
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which, being permeable to the liquids confined in 
the focus, will permit the circulation of oxygenated 
blood within it. The Koch bacilli are then weak- 
ened by the sudden change in the culture medium 
and the osseous graft corrects the strangulation of 
the hyperemic focus. The single surgical procedure 
achieves the two main objectives in the battle 
against the infection: weakening of the Koch bacilli 
and strengthening of the field in which they develop. 

Following a description of his technique, the 
author reports the results of the operation in eighty- 
nine cases of Pott’s disease. When this report was 
written the time since the operations varied from a 
few months to four and a half years. Sixty-two per 
cent of the patients were cured, seven were recover- 
ing, five were benefited, one required re-operation, 
eight were not cured, and six died during the first 
month after the operation. 

WIititAM W. WuirteEtock, Px.D. 


Pouzet, F.: End-Results of Resection of the Cal- 
caneus for Tuberculosis (Les résultats éloignés 
de la résection du calcanéum dans la tuberculose). 
Rev. d’orthop., 1930, XXxvii, 627. 

In the case of a fifteen-year-old girl who was 
suffering from tuberculosis of the calcaneus with 
fistulous tracts but no other known foci of tuber- 
culosis, Ollier performed a complete subperiosteal 
resection of the calcaneus in November, 1801. 
About two years were required for complete healing. 
The patient was re-examined by Pouzet in May, 
1930, thirty-nine years after the resection. At that 
time the heel appeared somewhat shrunken and the 
L-shaped scar was deeply retracted. The skin was 
normal. The width of the heel was 1 cm. less than 
that of the normal heel, the length of the foot was 
1.5 cm. less than that of the normal foot, and the 
height of the malleoli from the ground was 2 cm. 
less than in the normal foot. The long arch of the 
foot was shortened, but was still present. Palpation 
of the calcaneus revealed only a small amount of 
bone at the insertion of the tendon of Achilles, but 
the roentgenogram showed considerable regeneration 
of the calcaneus. The function of the foot was very 
good except when the patient went up stairs. 
Pouzet believes that the patient’s youth at the time 
of the operation was an important factor in the sub- 
sequent regeneration of the bone and the good func- 
tional result. KELLocc SPEED, M.D. 


FRACTURES AND DISLOCATIONS 


Galland, M.: Various Displacements of the In- 
tervertebral Nucleus Pulposus: Antepulsions, 
Lateropulsions, Retropulsions, Posterior Luxa- 
tion, and Paraplegia (Les déplacements divers du 
nucleus pulposus intervertébral: ante-, latéro- et 
rétropulsions, luxation postérieure et paraplégie). 
Arch. franco-belges de chir., 1929-1930, Xxxii, 479. 


The nucleus pulposus is a bean-shaped mass of 
tissue under pressure situated in the sagittal plane at 
the juncture of the anterior two-thirds and the 
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posterior third of the intervertebral disk. It is an 
essential organ in vertebral physiology. It is made 
up of connective tissue fibers, cartilaginous and 
connective tissue cells, myxomatous cells, and fluid. 

Under pressure, it tends to separate its adjacent 
vertebra from each other and transmits the weight 
of one vertebra to the next. It forms a veritable 
wheel axle between adjacent vertebrae. When lux- 
ated, it forms a peripheral wedge blocking and 
fixing the disk in.a permanent cuneiform arrange- 
ment. Embryologically the nucleus is a spinal cord 
rest. In certain cases of lordosis, kyphosis, and lat- 
eral deviations from various causes secondary devi- 
ation of the nucleus may occur on the convex side 
of the curves. Examples are seen in compensatory 
lordosis in certain deformities and scolioses. Primary 
anomalies of site and development of the cord may 
cause the excentric appearance of one or more nuclei. 
In such cases the luxation of the nucleus is primary 
and the vertebral deviation is secondary. 

The author describes secondary antepulsion, re- 
tropulsion, and lateropulsion of the nucleus pulposus 
and shows these conditions in roentgenograms. 
Primary displacements of the nucleus are much less 
frequent than secondary displacements. They are 
the consequence of an anomaly of location and 
development of the cord and result in scoliosis and 
kyphosis. In some cases nuclear pressure may pro- 
voke other disturbances and complications such as 
paraplegia. The author has observed one case of 
lateropulsion and two cases of primary retropulsion. 
Kyphoses associated with nuclear retropulsion, lo- 
calized kyphoses, and paraplegias are due to a 
primary posterior localization of the cord which 
sometimes is associated with anomalies of develop- 
ment. PACE. 


Jones, R. W.: Manipulative Reduction of Crush 
Fractures of the Spine. Brit. M.J., 1931, i, 300. 


The author contends that severe, forceful pro- 
cedures under anesthesia are unnecessary for the 
reduction of compression fractures of vertebra. In 
the procedure he employs the patient is placed face 
down with his legs resting on one table, his trunk 
swinging like a bridge between this table and a sec- 
ond table, and his arms and head resting on the 
second table about 18 in. higher than his pelvis. No 
anesthetic is used. In some cases the patient’s 
weight alone is sufficient to effect reduction with 
restoration of the shape of the crushed vertebra to 
its normal rectangular outline, as seen in the lateral 
view. 

After the reduction a plaster jacket is applied 
while the patient is still in the corrected position. 
A few days later active muscle exercise is begun, 
the patient lying in his cast and raising his legs and 
head to bring the spinal muscles into play. After 
ten days the patient gradually gets on his feet, and 
after sixteen weeks movements of the spine itself 
are practised. Protection is necessary for four 
months. Within six months the patient should be 
able to resume his normal occupation. 
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This treatment has been carried out in seven 
cases with good results. 

The author urges that in first-aid treatment of 
spinal injuries the patient be carried face down to 
keep the trunk hyperextended by its own weight. 

WILLIAM ARTHUR CLARK, M.D. 


Guedj, P.: Traumatic Luxations of the Knee (Les 
luxations traumatiques du genou). Rev. d’orthop., 
1931, XXXVill, 29. 

In order to determine the exact réle played by 
each ligament in the different physiological move- 
ments of the knee, the author studied the abnormal 
movements permitted by methodical suppression 
of different ligaments, the ligamentous lesions caus- 
‘ing the abnormal movements, and exaggerated 
physiological movements. 

A lesion of the crucial ligaments is essential for 
all luxations of the knee forward, backward, out- 
ward, and inward, but is not always sufficient alone 
to permit a luxation. Forward luxations of the knee 
are the most common. In most cases hyperexten- 
sion is a causative factor. The most frequent com- 
plications are rupture of the skin, rupture or com- 
pression of the popliteal vessels, and laceration or 
stretching of the external popliteal sciatic nerve. 

The author collected 111 cases of complete and 
incomplete backward luxation of the knee. In most 
of them hyperextension or rotation was a factor in 
the etiology. Injury of the popliteal vessels is 
especially to be feared. In 10 cases there was a 
recurrent luxation. 

Of the posterolateral luxations, posterior and out- 
ward luxations are the most frequent. Laceration 
of both crucial ligaments is always accompanied by 
laceration of at least 1 lateral ligament. 

The prognosis of luxations of the knee is generally 
good. Immediate reduction should be done and 
followed first by immobilization for from ten to 
fifteen days and then by massage and prudent active 
and passive mobilization. Recurring luxation should 
be treated by continuous extension and prolonged 
immobilization. The prognosis of traumatic luxa- 
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tion of the knee depends to a great extent on the 
condition of the lateral and posterior tissues. When 
the joint is open it must be treated surgically. 
Vasculoneural complications and irreducible luxa- 
tions require immediate surgery. If there is an 
accompanying meniscus lesion, the meniscus should 
be removed. An articular foreign body should be 
removed if it is free or attached to the extremity of 
a crucial ligament. Vasomotor disturbances may 
be benefited more by operation on the sympathetic 
nerves than by massage, counterirritants, and 
hydrotherapy. PACE. 


Gatellier, J.: The Juxtaretroperoneal Route in 
the Operative Treatment of Fracture of the 
Malleolus with a Posterior Marginal Fragment. 
Surg., Gynec. & Obst., 1931, lii, 67. 

The operation described by the author was de- 
veloped to effect reduction in those difficult fractures 
of the tibia at the ankle in which there is displace- 
ment of a posterior marginal fragment associated 
with fracture of the fibula. 

An incision is made parallel with and just behind 
the fibula, extending around the external malleolus. 
The peroneal tendons are exposed, freed from their 
sheaths, and retracted forward. The lower fragment 
of the fibula is then turned downward without 
division of the peroneo-astragaloid ligaments, the 
foot extended, the tendon of Achilles retracted 
backward, and the posterior marginal fragment thus 
exposed. 

The astragalus is brought into proper alignment 
with the tibia by manipulation of the foot. The 
posterior marginal fragment is reduced and fixed in 
place by a screw passed forward and upward through 
it into the tibia. A second screw through the external 
malleolus holds it in position against the tibia. If 
necessary, a Parham band is placed around the 
fibula at the site of its fracture. If the internal mal- 
leolus is also fractured, it is fixed in position through 
a medial incision at the same operation. 

A perfect functional result is reported. 

CuesTER C. Guy, M.D. 














BLOOD VESSELS 


Wright, A. D.: The Treatment of Indolent Ulcer of 
the Leg. Lancet, 1931, ccxx, 457. 

The author says that indolent ulcer of the leg oc- 
curs when the vascular equilibrium is disturbed. 
Disturbances of vascular equilibrium may be 
caused by: (1) occupations which require prolonged 
standing, (2) pregnancy, (3) venous obstruction, (4) 
lymphatic obstruction, (5) severe trauma, (6) 
ankylosis of joints, (7) senile vascular changes, (8) 
varicose veins, (9) Bazin’s disease, and (10) bodily 
habitus (obesity and extreme height). 

The treatment of indolent ulcer recommended by 
Wright includes: 

1. Correction of the error in the venous hydraulics 
by supporting the limb with an elastic adhesive 
plaster applied directly to the skin, ulcer, and 
eczema from the toes to the knee. 

2. Absolute abstention from local treatment of the 
ulcer. 

3. The injection of varicose veins. 

4. Skin grafting of extensive ulcers to expedite 
healing. 

5. The wearing of a permanent support such as an 
Unna case or a Klebro resin bandage. 

Joun H. Gartock, M.D. 


Bumm: The Circulatory Hormone in the Treat- 
ment of Gangrene of the Extremities (Das 
Kreislaufhormon in der Behandlung der Extremi- 
taetengangraen). Zentralbl. f. Chir., 1930, p. 2736. 


With the circulatory hormone it is possible, in 
certain cases, to attain localization, sequestration, 
and healing of arteriosclerotic gangrene. This hor- 
mone is an internal secretion of the pancreas which 
is demonstrable in the blood and all organs and 
tissues, and is excreted in the urine. One unit 
contains the quantity of hormone found in 5 c.cm. 
of urine, and an ampoule of the prepared solution 
contains two units. On intravenous injection it 
produces a marked lowering and an increase in 
the amplitude of the carotid blood-pressure curve. 
Its power to lower the blood pressure lies in dilata- 
tion of the smallest vessels, and makes it valuable 
in the treatment of Raynaud’s gangrene and arte- 
riosclerotic gangrene. 

The author reports a cure of beginning arterio- 
sclerotic gangrene of the second toe in a seventy- 
year-old man. After three weeks of ineffective 
treatment the entire middle portion of the foot 
showed a bluish-red discoloration and there was 
gangrene of the under-surface of the second toe with 
a mucoid exudate. There was no improvement from 
heat or elevation. Injection of the circulatory 


hormone was followed by immediate cessation of 
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the pain, subsidence of the discoloration, demarca- 
tion of the gangrenous portion, and desiccation ol 
the necrotic part. The hormone therapy was con- 
tinued for fourteen days. After four weeks the 
black discolored region of the toe fell away and the 
wound was found to have epithelialized as if under 
a crust. The patient was discharged as cured and 
at the present time is still symptom free. 

The circulatory hormone cannot help when gross 
changes in the vessels are already present, but when 
spastic conditions play a part in the nutritional 
disturbances the hormone treatment is particularly 
hopeful. At any rate, patients with arteriosclerotic 
gangrene and similar conditions should be treated 
with the circulatory hormone before amputation is 
done. Ericu Hempet (Z). 


BLOOD; TRANSFUSION 


Bordley, J., III.: Reactions Following Transfusion 
of Blood, with Urinary Suppression and 
Uremia. Arch. Int. Med., 1931, xlvii, 288. 


Delayed or prolonged reaction following trans- 
fusion is not rare. The author reports seventeen 
cases in detail. 

The reaction generally runs a peculiar and highly 
characteristic course. Immediately after the trans- 
fusion there is a sharp febrile reaction followed fre- 
quently by hemoglobinuria and invariably by sup- 
pression of urine. Then for several days there is 
symptomatic improvement but continued oliguria. 
After this interval the characteristic features of the 
delayed reaction develop rapidly. They usually 
begin with agitation or drowsiness followed by deti- 
nite evidences of uremia. Convulsions and coma 
may supervene. Frequently death results. Of the 
seventeen cases reported by the author, eleven were 
fatal. Recovery is associated with diuresis. 

Autopsy shows that the kidneys are swollen. The 
tubular epithelial cells contain droplets of a peculiar 
pigmented material and present advanced degenera- 
tive changes. The tubular lumina are filled with 
various cells, blood pigment, and débris. Small 
necroses are generally found in the liver. 

The author concludes that following the injec- 
tion of incompatible blood, the kidneys are damaged 
by an irritating or toxic substance which is set free 
in the blood at the time of the transfusion. 

GeorceE A. Cottett, M.D. 


Polayes, S. H., and Lederer, M.: Transmission of 
Syphilis by Blood Transfusion. Am. J. Syphilis, 
1931, XV, 72. 

In this article attention is called to the possibility 
of transmitting syphilis from donor to recipient or 
vice versa by blood transfusions. Ten cases reported 
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in the literature since 1917 are reviewed and the case 
of an infant which developed syphilis following a 
blood transfusion is described. 

The authors remind us that difficulties are en- 
countered in determining whether or not the blood 
of a given donor is infectious. They cite cases to 
prove that neither the absence of clinical signs nor 
a negative blood Wassermann reaction entirely ex- 
cludes the presence of syphilis in the donor. 

It is urged that family donors be subjected to the 
same rigid physical and serological examination as 
professional donors because in a large percentage of 
the cases reviewed family donors were responsible 
for the transmission of syphilis to the recipients. 

ELIZABETH CRANSTON. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Stewart, F. W., and Doan, C. A.: An Analysis of the 
Lymphadenopathy Question with Special Ref- 
erence to Hodgkin’s Disease and Tuberculosis. 
Ann. Surg., 1931, XCiii, 141. 

Hodgkin’s disease has several heterogeneous but 
interrelated pathological manifestations. It may be 
an ill-defined chronic lymphadenitis with slight to 
moderate reticulum-cell overgrowth or proliferation 
of the sinus endothelium and a slight eosinophilic in- 
filtration, or it may show a more or less diffuse over- 
growth of small lymphocytes associated with a low- 
grade pseudoleukemic blood picture. However, in 
the fully developed, typical types there is the charac- 
teristic Sternbery: cell picture and, on occasion, a 
tendency toward various sarcomatoid manifestations. 

When studied by supravital staining, nodes from 
cases seen early in the disease show many epithelioid 
cells similar to those found in tuberculosis. In the 
later stages of the disease there are perhaps fewer 
epithelioid cells and a more general connective tissue 
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reaction. Differences between these pictures and the 
classical caseous tuberculosis are striking only when 
the extremes are considered. There are many ex- 
amples which reveal interrelationships, and there are 
cases in which it is quite impossible to determine 
where one type ends and the other begins. Hodgkin’s 
disease differs from typical tuberculosis hardly more 
than the various manifestations of clearly recognized 
tuberculosis differ from one another—no more than 
pleurisy with effusion differs from phlyctenule, or 
hyperplastic tuberculosis of the cecum from acute 
pneumonic phthisis or lupus erythematosus. 

The fact that Hodgkin’s disease pursues an inevi- 
tably fatal course does not rule out tuberculosis as a 
cause. In the first place, it is never treated as tuber- 
culosis; in the second, the involvement is usually 
extensive when the patient is first seen; and in the 
third, it is impossible to estimate the number of 
transient lymphadenopathies never subjected to mi- 
croscopic diagnosis which, if studied microscopically , 
might show features leading to the diagnosis of 
Hodgkin’s disease. 

With the histopathological approach to the finer 
cellular differentiation and structure in disease proc- 
esses which is now possible with the use of supravital 
staining, it may be possible eventually to understand 
more fully the meaning of these reactions of diverse 
causation in terms of physiological equilibrium and 
resistance. The fact that the body has at its disposal 
only a limited number of cells with which to combat 
invasion and insult explains the confusion which at- 
tends attempts at differentiation in such a closely 
allied group of diseases as those affecting the lym- 
phatic system. 

The control of each definite etiological entity in 
disease depends upon an understanding of both the 
pathological agent or factor and the mechanism of 
adjustment or resistance. SAMUEL Kaun, M.D. 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hume, J. B.: Surgical Trauma and Convalescence. 
Lancet, 1931, ccxx, 6. 

Delay in convalescence from a surgical operation, 
whether primary or secondary, is due chiefly to 
the injury inflicted during the operation and psy- 
chological or nervous factors. 

In the preliminaries to operation many un- 
pleasant shocks may be eliminated. Castor oil over- 
stimulates and congests the intestines and causes 
dehydration. There is less postoperative distention 
when it is not given. Pre-operative starvation is 
unnecessary; the patient needs fluids and sugars. 
Sleep is essential the night before operation and is 
disturbed by purging. Preparation of the abdominal 
wall can be done the morning of the operation as 
well as the night before. 

Abdominal insults can be prevented by adequate 
incisions which will eliminate the necessity for 
vigorous retraction and pulling on the skin and 
peritoneum. Imperfect hemostasis and mass liga- 
tion cause devitalization and absorption with the 
consequent entrance of toxic substances into the 
circulation. Rough handling of viscera and pinch- 
ing of and traction on the mesentery are conducive 
to surgical shock. 

After-treatment is important. A warm bed, mor- 
phine for restlessness, and frequent changes of posi 
tion help to decrease discomfort and lessen the dan- 
ger of embolus and shock. A firmly fitting but 
not too tight binder will also make the patient more 
comfortable, and bed exercises will enable him to 
walk sooner than absolute immobility for two weeks. 

The anesthetic is important. Any type of anes- 
thesia which abolishes fear will bring the patient to 
the operating table a better risk. Avertin, if carefully 
and skillfully administered in the patient’s room, 
will overcome fear of the operation. Skillful nursing 
and attention will save many hypodermics of mor- 
phine in the postoperative management of surgical 
patients. Howarp A. McKnicat, M.D. 


De Takats, G.: Push Fluids. The Surgeon’s Post- 
operative Order. Am. J. Surg., 1931, xi, 39. 


Starting with the treatment of dehydration fever 
of infants and the recognition of dehydrated states 
before and after operations and in infections, a 
universal use and frequent abuse of excessive fluid 
intake have become a routine practice in most hos- 
pitals. Often the mechanics of water retention and 
water excretion are fully ignored and pathological 
conditions are aggravated. 

As long as they are in a stage of compensation, 
patients with myocardial damage show the same 
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diuresis as normal persons after fluid intake. Delay 
in the excretion of water is one of the early signs of 
decompensation. Therefore in the case of a surgical 
patient whose cardiac insufticiency is barely com- 
pensated it is undoubtedly possible to produce de- 
compensation with oedema and dyspnoea by forcing 
fluids. The excretion of fluids is retarded also in the 
presence of kidney damage, vet the practice of 
pushing fluids to an extreme in the cases of elderly 
men with prostatic disease who often have an 
ascending pyelonephritis in addition to hyperten- 
sion, nephrosclerosis, and cardiac damage is com- 
mon. When patients with kidney insufficiency are 
given sodium chloride, sodium bicarbonate, or other 
salts in doses of from 15 to 20 gm. a day, their weight 
increases because of water retention. The cus- 
tomary 4,000 c.cm. of normal salt solution a day 
represents 40 gm. of sodium chloride. This is at 
least twice the normal daily salt intake. In the 
cases of greatly dehydrated patients with low blood 
chlorides and obstruction in the upper part of the 
intestinal tract, the administration of normal salt 
solution is rational, but in the cases of others the 
administration of salt solution easily leads to water 
retention, particularly if a degenerative kidney 
lesion prevents a normal salt balance. 

The administration of large quantities of sodium 
chloride solution is contra-indicated also by a dis- 
turbance of the sodium-calcium balance of the 
blood resulting in excess of sodium ions. This 
excess may lead to colloid changes in the heart 
muscle, acceleration of metabolism, glycosuria, and 
fever. 

Following a major surgical operation which pre- 
vents the oral intake of fluids for a few days, a satis- 
factory water balance can be maintained with 
3,000 c.cm. of fluids. Most of the fluids can be given 
under the skin, but in the presence of serious com- 
plications, the intravenous drip method is useful. 
A senseless, routine pushing of fluids may lead to 
the water intoxication noted by Rowntree in experi- 
mental animals. SAMUEL J. FoGELson, M.D. 


Nicolaysen, J., and Nicolaysen, K.: Prophylactic 
Measures Against Postoperative Thrombosis 
and Embolism (Prophylaktische Verhaltungsvor- 
schriften gegen die postoperative Thrombose und 
Embolie). Norsk Mag. f. Legevidensk., 1930, xci, 
913. 

Postoperative thrombosis is rare in patients under 
twenty years of age. The thrombi seem to form 
within the first postoperative days, but the symp- 
toms often appear later. Embolism is often not 
preceded by symptoms of thrombosis. Most fatal- 
ities from pulmonary embolism occur between the 
second and eleventh days after operation. 
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The authors review the theories that have been 
advanced regarding thrombosis, and discuss post- 
operative blood changes and their causes. Of im- 
portance among the latter, in addition to coagulating 
substances, are hunger and thirst. Crile, Rost, Ruf, 
and Schoenbauer have called attention to these 
factors. Knud Nicolaysen’s investigations show 
that patients suffer an enormous loss of weight 
during operation. When the body weight is about 
60 kgm. this may amount to as much as 500 gm. per 
hour. The results of recent studies on postoperative 
acidosis are discussed to justify correction of the 
fluid loss during and after operation, particularly by 
means of transfusions, infusions, and drip enemata. 
In all major fluid losses glucose solution should be 
administered instead of saline or Ringer’s solution. 
Camomile tea is also of value. 

According to the observations of De Quervain and 
Plummer, the studies of Rowntree, Shianoya, and 
Johnson, and the operative results of Walters, 
Fruend, and Boshamer, the administration of 
thyroxin and of thyroid tablets is a valuable prophy- 
lactic measure against postoperative thrombosis. 
On the other hand, Poper denies that these sub- 
stances have a specific action, and the authors’ 
studies indicate that they do not play a striking 
rdle in the prevention of thrombosis. The authors 
regard the administration of large amounts of fluid 
as of most importance. They have been unable to 
confirm Walter’s assumption that the basal metabo- 
lism falls after operation, but they recommend 
thyroid preparations to prevent lowering of the 
blood pressure. 

The authors’ results at the Reichshospital are 
summarized in tables. Of 556 cases which were 
operated upon during 1929, when large quantities 
of fluids, glucose, and tyropan were given, throm- 
bosis and embolism occurred in 4 (0.73 per cent) 
and death from pulmonary embolism in none, 
whereas of 1,275 cases in which operation was per- 
formed in the period from 1926 to August 31, 1928, 
thrombosis and embolism occurred in 27 (2.12 per 
cent) and death from pulmonary embolism in 3. 
These complications did not occur in patients under 
twenty years of age. Of 952 cases in which opera- 
tion was performed on a patient over twenty years 
of age in the period from 1926 to 1928, thrombosis 
and embolism occurred in 2.84 per cent and death 
in 0.32 per cent, whereas of 418 cases in which 
operation was performed on a patient over twenty 
years of age in 1929, thrombosis and embolism 
occurred in 096 per cent. Of 639 operations per- 
formed between May 5, 1928, and December 31, 
1929, in the Hangesund Hospital, where only very 
copious fluid administration is used, thrombosis and 
embolism occurred in 0.78 per cent and death from 
pulmonary embolism in none, whereas of 426 of 
these cases in which the patient was over twenty 
years of age, thrombosis and embolism occurred in 
1.17 per cent. 

In the cases of patients whose blood pressure is 
lower than the average for their age group, ephi- 
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tonin is given. To improve the circulation in the 
legs and pelvis, the foot of the bed is elevated. 

In the cases of patients subjected to operations 
which are apt to be followed by embolism (appen- 
dectomies, operations on the stomach, bowel, biliary 
tract, herniz, uterus and uterine adnexa, cystos- 
tomies, prostatectomies, resections of the saphenous 
vein) and in the cases of patients with fracture the 
authors have adopted a systematic procedure with 
the following features: 

1. Fluid administration. The patient is encour- 
aged to drink as much as possible on the day be- 
fore operation. Among the fluids given is glucose 
solution. He receives, in addition, a drip enema of 
1 liter of a o.9 per cent salt solution with 50 gm. of 
glucose. The attempt is made to increase the fluid 
intake to 3 liters on the day before the operation. 
Immediately after the operation the patient re- 
ceives an enema of 1 liter of water with 2 table- 
spoonfuls of cognac. This is given in a period of 
from fifteen to thirty minutes. It is followed in the 
course of the day by a drip enema of usually 2 liters 
of a 0.9 per cent salt solution with 50 gm. of glucose. 
On the next two days drip enemata of at least 1 
liter are given. From the morning of the first day 
all patients are given fluids by mouth. Patients 
with acute abdominal conditions receive 1 liter of 
salt solution with 50 gm. of glucose subcutaneously 
on the operating table. 

2. Tyropan and thyroxin. When possible, for 
several days, and always for one day, before the 
operation, the patient receives tyropan 3 times 
daily. On the morning of the day of operation, he 
receives thyroxin subcutaneously. In the course of 
the same day thyroxin is given twice by mouth or 
subcutaneously. On the first and second day after 
the operation the administration of thyroxin 3 times 
daily is continued. From the third to the tenth day 
inclusive tyropan is given 3 times daily. Patients 
with acute abdominal conditions receive tyropan on 
the operative table. 

3. Ephitonin. The blood pressure is taken before 
and immediately after the operation, again in the 
afternoon of the operative day, and on the first and 
fourth days. Patients having subnormal levels on 
the day of operation receive ephitonin 3 times a day 
for three days. Since June 22, all patients over 
twenty years of age have received ephitonin. 

4. Elevation of the bed. When the patient is 
over twenty years of age and there is danger of em- 
bolism from operation or fracture of the lower ex- 
tremities, the foot of the bed is elevated 30 cm. on 
blocks for eight days. Koritzinsky (Z). 


Breuer, F.: Unilateral Postoperative Injury to the 
Diaphragm (Ueber einseitige postoperative Zwerch- 
fellschaedigung). Arch. f. klin. Chir., 1930, clxi, 443. 


In 1914, Pasteur called attention to a peculiar 
form of postoperative pulmonary complication 
which he called “‘ massive collapse.”’ By this term he 
meant collapse of the basal portion of the lung 
caused by unilateral paralysis and elevation of the 














diaphragm. Little has appeared in the German 
literature on this condition although every surgeon 
must have observed it relatively frequently after 
operations on the upper part of the abdomen. The 
author describes it on the basis of nine cases which 
he reports. 

Between the third and seventeenth day after a 
laparotomy the following characteristic unilateral 
symptoms appear without previous disease of the 
lungs: (1) elevation of the diaphragm (shown by 
eight roentgenograms), (2) limitation of motion of 
the diaphragm, (3) pain in the region of the inser- 
tions of the diaphragm, and (4) increased muscular 
tension in neighboring regions. 

For the diagnosis of this condition, the occurrence 
of which has been confirmed by Lund among others 
and reported frequently in the English and American 
literature, examination with the roentgen ray is nec- 
essary. This examination must be made with the 
patient in the recumbent position since, in the begin- 
ning at any rate, he is very sick. In the roentgen 
study of diaphragmatic function the work of Mueller 
and Hitzenberger has been of great aid. The abso- 
lute low or high position of the diaphragm is of less 
importance than high position of one side as com- 
pared with the other. The typical diaphragmatic 
pain consists of spontaneous pain and pain on pres- 
sure in the region of the insertions of the diaphragm. 
The muscular symptoms referable to the diaphragm 
consist of partial fixation of the diseased half of the 
chest and tension of the wall of the upper part of the 
abdomen on the diseased side. 

The English assume that the factors concerned in 
the pathogenesis are purely reflex, but the author 
believes that, besides reflex factors, the disease con- 
dition of the diaphragm which Wicker recently 
called “‘diaphragmatitis”’ is a cause of the syndrome. 
During operations—resection of the stomach, for 
example—a certain number of bacteria always gain 
access to the abdominal cavity and reach the serous 
coat of the diaphragm, the interior of the diaphragm, 
and thence, under some circumstances, the pleura. 
That the lymph stream plays a still greater réle in 
conveying the infection is well known. An infection 
usually meets with less resistance in making its way 
from the abdominal to the thoracic cavity than when 
it travels from the thoracic to the abdominal cavity. 
The pathologico-anatomical substratum of dia- 
phragmatitis, the symptoms of which are just the 
same as those of the diaphragmatic condition under 
discussion, is a leucocytic infiltration. 

The reflex connections of and to the diaphragm 
are numerous. This fact explains the great variety 
of the phenomena in diaphragmatitis. Potengen 
says that, in this respect, the diaphragm is joined up 
with all of the organs which send centripetal im- 
pulses to the segments conveying motor energy to it. 
The injury to the diaphragm is important in still 
another respect. The elevation of the diaphragm 
determined by it must be looked upon as one of the 
accessory causes of postoperative pulmonary com- 
plications as it interferes with respiration in the 
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portions of the lung adjacent to the diaphragm. 
Engorgement or oedema therefore occurs readily and 
infectious material arriving by any route easily 
leads to pneumonia or bronchitis. | A. StapH (Z). 


Ballin, M., and Morse, P. F.: Progressive Postoper- 
ative Gangrene of the Skin. Am. J. Surg., 1921, 
xi, 81. 

The authors discuss ten cases of progressive post- 
operative gangrene of the skin which have been 
reported in the literature and four of their own. All 
of the patients recovered. The duration of healing 
ranged from two to twenty-two months. 

The condition must be distinguished from com- 
mon wound infection, erysipelas, and gas-bacillus 
infection. The gangrene does not extend deeper 
than the skin. As a rule a mixed infection is present. 

The treatment consists in cutting around the un- 
dermined edges, preferably with an electrocautery 
knife, to excise the whole serpiginous edge of the 
process about 1 or 2 cm. from the undermined area. 
It is not necessary to cauterize the middle of the 
defect where the process has stopped, but the pro 
gressive gangrene of the skin must be excised. The 
pain usually stops immediately after the operation. 
The wound may be covered with vaseline or any 
moist dressing, and a skin graft applied to the defect 
after a week. Skin grafting shortens the time of 
healing. Cart R. STEtnkE, M.D. 


AN ZSTHESIA 


Johnston, F. D., and Cabot, H.: Explosions Oc- 
curring During the Use of Ethylene. Arc/. 
Surg., 1931, Xxii, 195. 

This article is a rather detailed discussion of the 
theoretical and practical conditions associated with 
the explosions which have occurred with ethylene 
used in combination with oxygen for the induction of 
anesthesia. The theory of electrostatics, the elec- 
tron theory, and the application of these theories to 
anesthetic machines are set forth at some length. 
The authors then discuss the origin of static charges 
in and about the machines now used for the ad- 
ministration of ethylene. This work was carefully 
checked by a physicist, Professor N. H. Williams, 
of the University of Michigan. 

The methods of preventing the development of 
such static charges are then explained, and upon 
the basis of this study the following recommenda- 
tions are made: 

1. Enforcement of strict regulations prohibiting the 

use of electrical equipment or any obvious source of 

heat in the vicinity of the anesthetic machine. 

2. Means to prevent explosions due to static sparks 

originating outside of the machine: 

A. A thin sheet of metal flooring forming a con- 

tinuous pathway from the anesthetic room to 

the operating room and covering the floor of 
the operating room. 

B. Chains electrically connected to, and sus- 

pended from, anesthetic machines and other 


movable equipment so as to drag on the metal 
floor. 
C. Projection of the spiral conductor embedded 
in the breathing tubes into the lumen of the 
tubes and its electrical joining to metal pieces 
at the extremities of the hose; a coarse network 
of copper wire covering the breathing tubes and 
soldered to the metal ends; metal plates con- 
nected electrically to the metal floor, placed on 
the outside of all doors leading into the operat- 
ing rooms in such a way that the doors cannot 
be opened without touching these plates. 
D. Connection of the patient and the metal 
frame of the operating table by a chain ending 
in a suitable piece of metal in contact with the 
patient’s skin. 

3. Measures to prevent explosions due to static 

spark within machines: 
A. The trial of a small quantity of radio-active 
substance within the rubber rebreathing bag. 
B. If the foregoing method does not absolutely 
prevent the accumulation of charges on the bag, 
replacement of the bag with a manometric de- 
vice described. 
C. Weekly inspection of the check valve ad- 
mitting gases into the mixing chamber to be 
sure that the valve and valve seat are clean and 
dry. 

4. Occasional tests with a gold-leaf electroscope 

during the cold months of the year to be sure that 

the apparatus is not developing static charges. 


Olmsted, J. M. D., and Giragossintz, G.: Some 
Effects of Amytal Anesthesia. J. Lab. & Clin. 
Med., 1931, xvi, 354. 

The authors have found that amytal profoundly 
affects the respiratory center and prevents gastric 
secretion. In clinical cases the blood pressure fell 
and the heart rate was increased. In cats, asphyxia 
failed to cause a typical rise in the blood pressure. 
Dogs fed on a diet rich in carbohydrates show a 
slight rise in the blood sugar after amytal, but no 
rise after a lean meat diet. 

When injected simultaneously with morphine, 
amytal prevents hyperglycemia and when injected 
after morphine it checks glycogenolysis. It prevents 
the rise in the blood sugar which would normally 
follow two minutes of asphyxia, but does not pre- 
vent it in the late stages of asphyxia. 

GeorcE R. McAy.trr, M.D. 
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Freidlaender, B.: The Therapeutic Indications of 
the Sodium Salt of the Secondary Butyl-B- 
Bromallyl Barbituric Acid (Pernocton). Anes. 
& Anal., 1931, x, 26. 


Pernocton induces a state closely resembling 
normal sleep without causing the psychic traumata 
of inhalation anesthesia. It should be given slowly 
by intravenous injection and the dose should never 
exceed 1 c.cm. per 12.5 kgm. of body weight. 
Frequently the patient falls asleep during the in- 
jection. After from fifteen to twenty minutes ether 
may be given. The postoperative sleep may last 
from two to five hours. Nausea and vomiting are 
absent. 

The author has used pernocton successfully in 
700 cases. GeorcE R. McAuttrr, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Meleney, F. L., and Chatfield, M.: The Sterility of 
Catgut in Relation to Hospital Infections; with 
an Effective Test for the Sterility of Catgut. 
Surg., Gynec. & Obst., 1931, lii, 430. 


It has been demonstrated by the development of 
postoperative infections traced to catgut and by 
examination of specimens of catgut obtained in 
the open market that surgeons throughout the 
United States are using contaminated catgut from 
time to time. 

In bacteriological studies of catgut the authors 
have found all of the common gas-gangrene organ- 
isms and others have demonstrated the bacillus of 
tetanus. The authors state that the media used in 
testing the sterility of catgut should be a clear fluid 
containing adequate nutrient substances such as 
meat-infusion broth with peptone and reducing sub- 
stances such as glucose and gelatin. Its hydrogen- 
ion concentration should be the optimum for the 
pathogenic spore-forming anaérobes, which is from 
pH 7.2 to 7.4. It should be sealed with an impervious 
seal such as vaseline or ‘“‘valspar,”’ which should be 
overlaid within a few minutes after transfer of the 
catgut. Before inoculation into the media the cat- 
gut should be washed as free as possible from the 
suspending fluids and neutralized with chemicals. 
The heavist strands of catgut from each batch 
should be selected for the test. After inoculation, 
the catgut should be classed as sterile only when 
there is no evidence of growth after incubation for 
at least fifteen days. SAMUEL Kaun, M.D. 














ROENTGENOLOGY 


Thomson, G. P.: Some Recent Experiments on 
Cathode Rays. Brit. J. Radiol., 1931, iv, 52. 


The study of cathode rays, the necessary ante- 
cedents of X-rays, advanced rapidly after recogni- 
tion of the electron and constitutes one of the most 
convenient ways of studying the properties of the 
electron. Broglie, who founded the theory of wave 
mechanics, has strongly influenced the views on the 
nature of electrons. 

The author has experimentally proved the Broglie 
wave theory by showing the identical similarity of 
interferences produced by X-rays and those pro- 
duced by cathode rays passed through given sub- 
stances and received on sensitive films. Instead of 
a diffraction grating of crystal such as is employed 
for the measurement of the wave length of X-rays, 
an extremely thin film of metal was used in the 
author’s experiment. This produced the same pat- 
tern of concentric circles on the sensitive film as 
X-rays. The identity of the cathode rays was assured 
by deflecting the beam by means of a magnetic 
field placed between the metal film and the sensitive 
screen, the magnetic field not having any influence 
on X-rays. 

In conclusion the author says that the cathode 
rays as well as X-rays can be used in the investiga- 
tion of crystalline structures through the wave pat- 
terns produced by the reflection of the cathode rays 
from the surface under investigation onto a sensitive 
film. CLARENCE V. BATEMAN, M.D. 


Desjardins, A. U.: Radiotherapy for Inflammatory 
Conditions. J. Am. M. Ass., 1931, xcvi, 401. 


The value of radiotherapy in the treatment of 
many acute, subacute, and chronic inflammatory 
processes is not so well known as it should be. This 
is apparently because the sound experimental basis 
and the mass of clinical and other evidence on which 
it rests have not been considered, and because many 
questionable or wholly unfounded ideas have been 
advanced as explanations. As in so many other 
phases of radiotherapy, the first knowledge of the 
possible value of irradiation in inflammatory con- 
ditions resulted from the observation of unexpected 
benefit following exposure, for diagnostic purposes, 
of parts of the body which were the site of in- 
flammatory lesions. 

The influence of irradiation on lesions such as 
furuncle, carbuncle, and other pyogenic infections, 
especially during the stage of maximal leucocytic 
infiltration, i.e., before the stage of frank suppura- 
tion, has been demonstrated by numerous observers. 
Even now, however, this method of treatment is not 
used as widely as it might be, probably because its 
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value is not generally realized. A review of all of the 
published reports shows that in the majority of cases 
it results in great and prompt benefit. Pain is re- 
lieved in about twenty-four hours, although in a 
small percentage of cases such relief may be preceded 
by a temporary increase in the pain. The best re- 
sults are obtained when the lesions are treated early. 

Few physicians know that treatment by roentgen 
rays may be invaluable in pneumonia. Irradiation 
has been used successfully also in the treatment of 
trachoma. Its action is greatest in the early stages of 
the granular form of the disease. In the later stages, 
when the lymphoid granulations have been replaced 
by connective tissue, irradiation has little, if any, 
effect. 

In the last few years it has been found that 
erysipelas often responds well to radiotherapy, 
particularly if the patient is an adult and the treat- 
ment is given early. For some reason children do not 
receive so much benefit. 

Acute parotitis is an uncommon but a sinister 
complication of certain surgical operations. Its 
incidence is low in general surgery, but higher in 
operations on the large intestine. In several cases 
in which a moderate dose of radium was applied soon 
after the onset of the condition the inflammatory 
process subsided within from twenty-four to forty- 
eight hours, suppuration was prevented, and the 
mortality was correspondingly reduced. Suppura- 
tion was only a tenth as common after irradiation 
by radium as after ordinary methods of treatment. 
In only two of twenty cases was surgical drainage 
necessary. A few patients were treated with roent- 
gen rays, with equally encouraging results. Radium 
irradiation is preferable in many cases of post- 
operative parotitis because it can be given without 
disturbing the patient. The salient effects of irradi- 
ation are relief of pain and rapidity of regression of 
the condition. 

On the assumption that the infiltrative stage of 
chronic parenchymatous nephritis is characterized 
by round-cell infiltration around the glomeruli and 
larger intertubular vessels and that such infiltrating 
round cells should be susceptible to irradiation, 
several investigators treated patients with chronic 
nephritis by irradiation. The results in most cases 
were good. If eventually it should be proved that 
relief has been obtained, irradiation may offer a val- 
uable means of treating such cases because in cer- 
tain forms of nephritis leucocytic infiltration is a 
marked feature of the pathological picture. 

Exposure to small or moderate doses of roentgen 
rays has been found to yield equally good results in 
many other inflammatory lesions. 

The dose of rays is small or moderate. A single 
exposure of a few minutes is sufficient if the lesion 
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can be irradiated through a single field. In some 
cases it may be necessary to repeat the treatment 
once or twice at differing intervals. 


RADIUM 


Souttar, H. S.: Radium in the Service of Surgery. 
Brit. M. J., 1931, i, 1. 


This is a general review of the present-day position 
of the staff of the London Hospital with regard to the 
value of radium. The author believes that the 
introduction of needles and of seeds is a great 
advance, and that the local cure of almost every 
form of cancer is only a matter of time. Cancers 
which have spread widely, however, present a dif- 
ficult problem. 

Cancer of the breast is treated by the introduction 
of cross-hatched columns of seeds about the primary 
tumor and in the axilla. In carcinoma of the tongue, 
the growing edge of the tumor is infiltrated with a 
uniform barrier of seeds with a strength of about 1.5 
mc. which are screened with platinum. The local 
cure of the growth is often accompanied by failure to 
check recurrences in the cervical glands. The author 
regards the rectum as peculiarly adapted to the use 
of seeds. However, he believes that even when a 


successful result has been obtained from the irradia- 
tion, excision of the rectum is advisable three months 
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later since it is impossible to be certain that all of the 
growth has been destroyed. 
No five-year results are reported in this study. 
C. D. HAAGENSEN, M.D. 


MISCELLANEOUS 


Cumberbatch, E. P.: The Uses of Diathermy in 
Medicine and Surgery. Lancet, 1931, ccxx, 281. 


The purposes of medical diathermy areto relieve 
pain and spasm, raise the temperature, lower the 
blood pressure, and aid the resolution of inflamma- 
tion. Surgical diathermy is employed to coagulate 
abnormal tissue e masse. 

The author reviews the use of diathermy in the 
various branches of medicine and surgery. He dis- 
cusses its application in hyperpiesis, intermittent 
claudication, pneumonia, mucous colitis, asthma, 
and arthritis. He does not make a definite report of 
results as his purpose is mainly to open a discussion 
of the subjects with which he deals. 

He states that medical diathermy has been par- 
ticularly successful in gynecology as it is a suitable 
method of applying heat directly to the affected 
strictures. For salpingitis and puerperal fever he 
recommends the method devised by Robinson of St. 
Bartholomew’s Hospital, London. He does not de- 
scribe this technique. GERTRUDE BEARD. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Cheatle, Sir G. L.: Natural Law in Pathological 
Growth. Ann. Surg., 1931, xcili, 3. 

The normal uses and functions of all varieties of 
cells have a marked influence upon morphological 
appearances of tissues when they become patholog- 
ical. The author compares fibrous connective tissue 
cells and three varieties of epithelial cells. 

In the normal function of fibrous connective tissue 
cells and in pathological conditions in which these 
cells are involved, desquamation takes no part, 
whereas in the normal function of epidermal cells 
belonging to the horny layer, desquamation and re- 
newal of the cells take place constantly and in 
pathological lesions of the skin the effects of the 
desquamation are seen in dermoid cysts with walls 
containing no hair follicles or sebaceous glands. 
Under conditions of normal function the epithelial 
cells of the breast are shed for the elaboration of the 
secretion of milk. Normal shedding of epithelial 
cells for the elaboration of secretion takes place also 
in the prostate and sebaceous glands. As cystic 
states of the breast and of the sebaceous and 
prostate glands depend upon the desquamation of 
epithelium, cysts are very common in these glands. 
In the intestines, kidney, adrenal glands, and liver 
the function of the epithelial cells does not include 
desquamation for the elaboration of secretions or ex- 
cretions. Therefore cysts due to epithelial hyper- 
plasia and neoplasia are uncommon in these viscera. 

All of the organs and tissues of the body are 
affected by the same pathological processes. The 
chief differences in their pathological states are due 
to differences in the function and structure of the 
parts. A pathological condition in a gland containing 
ducts and acini differs from a similar condition in a 
gland containing only acini or alveoli by the addi- 
tional changes that occur in the ducts in the former 
type of gland. The breast and thyroid gland undergo 
precisely similar changes of adenomatous tumors, 
cystic formations, and malignant diseases, the chief 
differences in their pathological conditions being due 
to the presence of ducts in the breast. The patholog- 
ical changes in the gastro-intestinal mucous mem- 
brane differ from those of the breast, thyroid, and 
prostate gland only by reason of differences in 
structure and function of these organs. The 
epithelial elements in all of them undergo similar 
desquamative hyperplasia and benign and malignans 
neoplasia. An adenoma of the intestine resemblet 
an adenoma that has formed in a duct of the breast. 
The fact that the ducts of the breast are of such small 
caliber that they are dilated by tumors growing 
within them has given rise to the erroneous term 
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“intracystic adenoma.” Adenoma of the colon 
occurs in a tube so large that the dilatation is not 
sufficient to lead the observer to regard the neo- 
plasm as an “intracystic” tumor. 

The differences between papillomata growing from 
the pelvis of the kidney, the urinary bladder, and the 
epidermis and papillomata arising from the ducts of 
the breast and the colon are also due chiefly to 
differences in structure and function. The functions 
of the epithelium of the pelvis of the kidney, 
urinary bladder, and epidermis are chiefly those of 
providing a covering or lining surface. The functions 
of breast epithelium are a great deal more com- 
plicated since at puberty and lactation new glandular 
elements must be formed. 

Fibro-adenomata and adenomata usually remain 
benign throughout their course. When they become 
malignant, it is their connective tissue elements 
which become anaplastic and appear sarcomatous 
morphologically or develop metastatic growths. 
Papillomata, on the other hand, commonly terminate 
in carcinomatous degeneration. These tumors are 
similar in their attempts to reproduce normal struc- 
tures and functions and in their multiple origin. It 
is not so common to discover either sarcoma or 
carcinoma arising from multicentric sources. The 
source of these diseases is usually limited to one 
part of a tissue or gland. 

The signs of physiological control in benign and 
malignant tumors do not support the theory that 
tumors cannot be produced by the introduction of 
an external agent. 

The author’s observations indicate the existence 
of a systemic control over the formation and genesis 
of benign and malignant tumors. There is con- 
siderable experimental evidence to show that 
epithelial and connective tissue hyperplasia may be 
induced by overactivity of the corpus luteum and 
that this action of the corpus luteum may be pro- 
longed by hormones in the anterior lobe of the 
pituitary gland. At the present time, the relation 
of these hormones to diseases of the breast can be 
only inferred. MANUEL E. Licutenstetn, M.D. 


Hallam, R.: The Enigma of the Chilblain. Bri/. 1/. 
dey 1931, i, 215. 


Chilblain is essentially a disease of the first 2 
decades of life. Of a series of 100 consecutive cases 
studied by the author, it occurred before the 
twentieth year in 83. In the aged, it is rare even 
when serious organic disease is present. 

Histologically, the early stages are characterized 
by a rapid degeneration of the small vessels with 
perivascular infiltration. Besides the transudation 
of serum, there is sudden and severe damage of 
the vessels of the papillary layer of the cutis. 
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In a susceptible person, chilblain begins about 
eighteen hours after exposure to cold of the requisite 
severity. If the temperature remains low the chil- 
blain undergoes little change, but if the temperature 
is raised it ceases with surprising rapidity. Of 14 
patients with arteriosclerosis among 1,275 patients 
attending an out-patient clinic and of 12 suffering 
from myxoedema, none gave a history of chilblain, 
whereas of 86 with some form of heart disease, 15 
had had chilblains, and of 24 under treatment for 
exophthalmic goiter, 3 gave a history of that condi- 
tion. 

In Raynaud’s disease, which Lewis has shown to 
be a spasmodic arrest of the circulation due to con- 
traction of the digital arteries, chilblain is not com- 
mon. 

Though the etiology of the chilblain is still ob- 
scure, it appears that there must be an unknown and 
independent factor producing a change in the wall 
of the smaller cuticular vessels in addition to a factor 
retarding the blood stream. A change in the vessels 
is necessary before exposure to cold is able to damage 
the tissues, since in the normal skin the capillaries 
are found to be intact even after the skin has been 
sufficiently frozen to form a wheal. 

The author’s findings with regard to the coagu- 
lability of the blood of persons with chilblains and 
acrocyanotics do not support the theory that the 
coagulation time is delayed. It is doubtful also 
whether there is any reason for the belief that cal- 
cium deficiency is a factor. The vitamin content 
and the mineral constituents of foods do not seem 
to bear any relation to the incidence of chilblains. 

Antuony F. Sava, M.D. 


Adair, F. E., and Bagg, H. J.: Experimental and 
Clinical Studies on the Treatment of Cancer 
by Dichlorethylsulphide (Mustard Gas). Ann. 
Surg., 1931, XCiii, 190. 

Mustard gas solution applied to the skin produces 
intense hyperemia, oedema, vesicles, leucocytic in- 
filtration, and finally ulceration which is slow to heal. 
Following its application to tar cancers in mice the 
tumors could be eradicated with recurrence. Its 
intratumoral injection yielded similar results, but 
caused a more intense local reaction. A dosage of 
from 14 to 1 minim of a 20 per cent solution of mus- 
tard gas in absolute alcohol was used. Clinical cases 
of skin cancer treated with this solution in which 
there has been freedom from recurrence for several 
months since the treatment are reported. 

VeRNE G. BurpEN, M.D. 


Phemister, D. B.: Undifferentiated Round-Cell 
Sarcomata. Ann. Surg., 1931, xciii, 125. 


For many years it has been taught that the less 
differentiated the cell the more malignant the tumor, 
the earlier the neoplasm gives rise to metastases, 
and the more unfavorable the prognosis. This has 
been regarded as true particularly of carcinomata. 
Broders has classified carcinomata into four types 
according to their morphology which corresponds 
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roughly to their degree of malignancy. Sarcoma 
presents exceptions to the rule more frequently than 
carcinoma. The best example is perhaps the un- 
differentiated round-cell sarcoma found most often 
in the bones and the connective tissues of the soft 
parts of the extremities. In five cases of such sar- 
comata occurring in adults which were treated by 
the author during the period from 1919 to 1925 a 
cure lasting for from four and two-thirds to ten and 
three-fourths years has been obtained. In two, the 
sarcoma began in bone, and in three, in the con- 
nective tissues about bone. All of the tumors were 
treated before they had produced cachexia. In no 
instance was there evidence of metastasis, and in 
none have metastases developed since. Metastases 
may be absent even when the disease is advanced. 
The prognosis in this type of case has been greatly 
improved by the use of irradiation therapy as the 
neoplasms are among the most radiosensitive of 
tumors. 

In one of the author’s cases the treatment con- 
sisted of amputation; in one case, of irradiation by 
means of radium and the X-rays; and in two cases, 
of X-ray irradiation soon followed by excision and 
radium implantation and subsequent X-ray irra- 
diation. 

In one case the tumor disappeared under X-ray 
irradiation. The bone in which it had developed 
was then excised and further X-ray irradiation was 
given. Biopsy performed in four cases, the occur- 
rence of a pathological fracture in one case, and a 
previous incomplete operation in one case did not 
lead to metastasis. In one case several years were 
required for sequestration of the bone killed by 
radium treatment as the adjacent tissues which 
produced the absorption sustained a radium burn. 

JosEerH K. Narat, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Cadham, F. T.: Some Immunological Problems in 
Septicemia. Canadian M. Ass. J., 1931, xxiv, 219, 


The author discusses the infective agent in septi- 
cemia, the patient’s resistance, complement in 
health, complement in disease, complement in treat- 
ment, antibody and complement, and treatment 
with normal and immune serum. 

He has treated fifty-six cases of septicemia with 
serum. Although in the majority the condition was 
in an advanced stage, forty-five of the patients re- 
covered. Blood cultures showed a hemolytic strep- 
tococcus in thirty-eight cases, streptococcus viridans 
in six, a staphylococcus in five, an unidentified 
diplococcus in one, the colon bacillus in one, a 
streptococcus and staphylococcus in three, and 
bacillus pyocyaneus and a staphylococcus in one. 
Every case with a double infection proved fatal. 
The treatment was as follows: 

From a vein of the arm of a compatible donor 
from 60 to 70 c.cm. of blood were withdrawn into 
a large sterile vacuum tube. The blood was allowed 











to clot at room temperature and then placed in the 


ice chest. From five to eighteen hours later the 
serum was drawn into a sterile glass syringe and 
injected into the patient. The transfusions were 
given every second day. The average number of 
such treatments was four. On alternate days, from 
2 to 5 c.cm. of immune serum from a rabbit, pre- 
pared as described, were inoculated subcutaneously. 
It is pointed out, however, that the extended thera- 
peutic use of rabbit serum has limitations as the 
animals are small, comparatively short-lived, and 
susceptible to certain infections. 

This method of treatment does not contra-indicate 
surgical intervention for the elimination of foci of 
infection when such a procedure is feasible. 

Attention is called to the fact that the nature of 
septicemia varies widely, and that a patient with 
an apparently overwhelming bacterial invasion may 
recover without special therapeutic aid. Hence the 
evaluation of any method of treatment on the basis 
of the clinical results is difficult. As stated by 


Churchman in a discussion of the intravenous uses 
of dyes, it is necessary to bear in mind the possibility 
that attempts at rapid sterilization in vivo may de- 
feat their own purpose since the too rapid absorp- 
tion of freed endotoxins may be followed by serious 
results. 


Car R. StTErNKeE, M.D. 
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Ellis, J. D.: The Rate of Healing of Electrosurgical 
Wounds as Expressed by Tensile Strength. 
J. Am. M. Ass., 1931, xcvi, 16. 


Only 60 per cent of electrically produced skin 
wounds showed primary union as compared with 
97.5 per cent of control scalpel wounds. When 
primary union occurred in the electrical wounds it 
was somewhat weaker than in the scalpel wound 
and when there was marked dehydration it did not 
attain a strength equal to that of the scalpel wounds 
in twenty-one days. 

Stomach and muscle incisions electrically pro- 
duced showed the same incidence of primary union 
as scalpel wounds. The electrically produced stom- 
ach wounds were notably weaker at about the mid- 
point of healing, but the electrically produced 
muscle wounds were almost equal in strength to 
the scalpel wounds through the entire period of 
healing. 

While these observations do not argue against 
the use of the electrosurgical knife for surgical in- 
cisions under certain circumstances, they show that 
the electrosurgical knife cannot be considered a 
practical substitute for the scalpel for routine use. 

SAMUEL Kaun, M.D. 
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